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CHAPTER I THE PROBLEM 
PURPOSE OF THE STUDY 
This study will investigate the tendency in older adults 
to employ particular coping strategies in their efforts to 
maintain independent living. 
Techniques for assessing adaptive abilities have generally 
focused on 'outcome' measures (i.e. reported life satisfaction, 
well-being, mental health) rather than on 'process~ measures 
( coping methods, continuity of response over life stages) 
(Billings & Moos,1981; Kahana & Kahana, 1975). If we accept 
Pearlin & Schooler's (1978) argument that "coping behaviour is 
normally learned from groups to which people belong" and that 
societal norms and expectations for older adults further limit 
coping behaviour, we will then attribute adaptability primarily 
to external forces. Neugarten ( 1964) however, suggested that 
personality type was a better predictor of adaptation. Perhaps 
the answer lies somewhere in between, as suggested by Kahana & 
Kahana ( 19 7 5) . In a longitudinal study they reported that 
although there tended to be a continuity in coping strategy 
employed over time, such strategies were also responsive to 
environmental changes and situational demands. Adaptation may 
be the key note of successful older adult survival. 
-2-
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Accepting these arguments as cogent, it is further 
postulated that those individuals demonstrating effective 
coping skills over time ('adapters') may be valuable in 
assisting the non-effective coper--the 'at-risk' older adult--
to become more responsive to situational demands. That is, with 
training, such individuals may function effectively as role 
models or care providers. 
The underlying postulate that coping strategies account 
for the main differences between 'at-risk' older adults and 
-adapters' and that a combination of social, physical and 
coping style variables may be able to discriminate one group 
from the other, is the premise of this study. 
JUSTIFICATION FOR THE STUDY 
Demographics indicate that the percentage of older adults 
in Canada is expected to increase dramatically over the next 25 
years. Projections for those 65 years of age and over in the 
year 2001 range from 12 - 14 % of the population. Even more 
importantly, the percentage of those over 80 years of age will 
almost double from the 1976 figures. One significant 
implication of this increase relates to the strain that this 
may put on the Health Care sys tern. Today, the 8% of the 
population who are 65 years and over account for 35% of total 
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patient days in hospital: i t is projected that in 2001, the 
12% of over 65 year olds expected will account for 46% of 
patient days in hospital. While it is estimated that it is 
presently costing Canadians $5.5 billion to provide hospital 
beds to accommodate the elderly, the cost of institutional 
care can be expected to skyrocket as the older adult demand on 
the health care dollar increases (Kates, 1977). 
Medical advances and the adoption of healthier lifestyles 
will slowly increase the potential for independent living of 
future generations of older adults. However, present negative 
attitudes toward aging and a consequent lack of ability to cope 
with change and loss continue to have devastating emotional and 
psychological effects on individual older adults. This can 
cripple personal and community efforts to maintain inciependent 
living. This is the 'at-risk' older adult: an individual 
referred for assessment because of a suspected inability to 
maintain effective independent living. A coping scale, such as 
the Elderly Care Research Center (E.C.R.C.) Coping Scale 
instrument, which provides a total score as well as subscores 
linked to Instrumental, Affective and Diversionary coping 
strategies, has been used to delineate such 'deficiencies'. 
DEFINITION OF TERMS 
AT-RISK OLDER ADULT. Adults, aged 54 years or older, who are 
experiencing difficulty in maintaining independent living and 
have been referred to the Canadian Mental Health Association 
for an In-home Preliminary Assessment. (Determined by the 
Ontario Ministry of Health guidelines and A.G.E.S. program 
objectives.) 
ADAPTERS. Adults, aged 54 years or older, who are successfully 
maintaining independent living. (Ontario Ministry of Health 
guidelines and objectives. 
COPING STRATEGY. The behaviour that the individual exhibits in 
response to a change or crisis situation.* 
INSTRUMENTAL STRATEGIES. Those behaviours that demonstrate 
that an active problem solving process is being employed.* 
AFFECTIVE STRATEGIES. Those behaviours that demonstrate an 
emotional response to a crisis situation (i.e. reported 
feelings of confusion, demonstrations of anger or frustration, 
crying). These strategies are further delineated into passive 
and aggressive components.* 
-5-
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~IVERSIONARY or ESCAPE STRATEGIES. Those behaviours that 
demonstrate a change of focus from the problem to alternate 
activities (i.e. relaxation, prayer, going out to forget the 
problem.* 
*(Kahana & Kahana, 1975) 
THE PROBLEM 
The purpose of the study is to examine the differences in 
coping strategies found in "at-risk" older adults and 
"adapters"; and to develop a model 
each group. In practical language, 
the differences expected in the 
to predict membership in 
through an examination of 
coping strategies and 
behaviours of 'at-risk' and 'adapter' older adults, it is hoped 
that effective preventative and therapeutic measures may be 
revealed. 
LIMITATIONS 
Data was limited to the subjects' self-report on the ECRC 
Coping Scale and the community placement into 'At-Risk' or 
'Adapters' groups. Sample size was limited due to the small 
number of referrals processed through the ongoing Canadian 
Mental Health Association's A.G.E.S. Assessment program. All 
subjects were female, due to the limited number of male 
referrals in the At-Risk subject pool. 
CHAPTER II REVIEW OF LITERATURE 
REVIEW OF LITERATURE 
Over the past decade, gerontological research has 
received much attention . Researchers have examined the 
deficits of older adults (Butler & Lewis, 1977; Hendricks & 
Hendricks, 1979); the effects of institutionalization on the 
physical and mental well-being of older adults (Marshall, 1980; 
Baum, 1977), and psychological, social and life style profiles 
of the frail elderly. Forbes et al. (1987), in a recent study 
of institutionalization of the elderly in Canada, found the 
factors most associated with admission to long term care 
facilities to be: l)one or more chronic diseases and / or 
functional disabilities; 2)decreased physical and / or mental 
faculties; and 3)need for supervision and / or assistance with 
activities of daily living. The At-Risk nature of these older 
adults includes physical, social and psychological aspects. 
After years of focusing on the maladjusted older adult, it is 
time to examine the other end of the spectrum the 
'adapters' ; that is, rather than looking at what went wrong, 
the focus shifts to what went right or which characteristics 
give successfully aging older adults their adaptive capacity. 
In the early 1960's, Mednick launched a new field called 
"risk research" (Pines, 1979). The focus of this work has been 
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with children. While examining youngsters who grew up under 
extremely difficult conditions being raised by abusive, 
psychotic or economically deprived p9-rents, for example -- a 
group of children emerged, called the 11 invulnerables 11 • They 
seemed to have developed a great deal of competence in response 
to extremely stressful situations. Several characteristics 
were found common to these children : 
-they were socially approachable and at ease with people 
-they made use of social and other supports around them 
-they took control of the environment, giving them a sense 
of strength in their own abilities, to the extent that they 
often reached out to help others that they felt were needier 
than they 
-they developed a high degree of autonomy 
-they were high achievers, effective in most of what they 
attempted (Pines, 1979) 
These coping styles are not exclusive to children, but are 
used by effective 'adapters' of all ages (Lazarus, 1981; 
McCrae, 1982). Much can be learned from the studies on the 
" invulnerables 11 for, 
as much can be learned from focusing on 
invulnerable children as from studying 
those who break down. When researchers 
understand the sources of the invulnerable 
children's strengths, they can begin to 
move toward effective prevention of disorder 
in the others. 
(Pines, 1979, p.54) 
- - ---------- -- - -
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In order to determine what coping styles are effective, it 
is important that we first understand stress itself: What is 
stress? How and why do we respond to situations differently 
from time to time and individual to individual? 
Hans Sel ye, a pioneer in stress research, defined it as 
"the non-specific response of the body to any demand made upon 
it" (Selye, 1975, p.14). What he was suggesting was that any 
event (stressor) that created a need to adapt, no matter how 
small or 
marriage, 
pleasant, created a 
birth of a child, or 
certain amount of stress. A 
vacation, therefore, could be 
equally as stressful as a divorce, retirement or the like. 
This explanation certainly gives us an understanding as to why 
one might need a rest after a two week vacation. 
What is generally considered 1 stress 1 however, results 
from unpleasant or harmful events. Sel ye distinguishes these 
events as causing "distress". (Eustress is the positive result 
of a stressor.) 
Let us take the example of a gunshot. Heard on a crowded 
city street, the sound would create a great deal of distress, 
resulting in increased heart rate, muscle tension, a release of 
adrenaline into the bloodstream, shallow breathing and a 
redirection of blood flow from the extremities to the brain, 
often identified by the coolness of the hand (Shaffer, 1983). 
This event would be identified as causing distress. The same 
gunshot, however, heard by an athlete on a track, while 
initiating the same physical responses would be identified as 
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eustress. 
The difference in the response does not lie in the event 
\ Stressor) itself, but in the interpretation attributed to it. 
~his can be summed up in the formula: 
STRESSOR + MEANING = STRESS 
Retirement is seen as a major stressor in the life of an 
older adult. There are many changes associated with the event. 
3 u t let us examine these scenarios: 
Mr. Jones' plant has a mandatory retirement regulation. 
At age 65 he was given his gold watch and his pension and shown 
~he door. He believed that the younger workers were pleased to 
see him go, to make room for their potential advancement. He 
felt useless, unproductive and as if his life had no more 
ceaning. His identity was that of a worker. 
Mr. Smith eagerly awaited his 65th Birthday. With 
mandatory retirement in force, he knew that he could walk out 
of the door with his pension in hand. He had always wanted to 
write a mystery novel but never seemed to have the time. He 
also knew that he could devote more time to volunteering with 
the Board of a local agency. 
The stressor is the same --Retirement-- but the meaning is 
much different to both of these men, as will be the response to 
it. The intensity of the response is in direct proportion to 
the perception of the stressor. 
It is our minds -- our expectations, our 
fears, our mistaken certainty -- that lead 
us into unproductive, stressful situations. 
(Shaffer, 1983, p.12) 
7he same experience may be perceived as highly threatening to 
oner person, while innocuous to another. This depends on the 
cognitive appraisal of the situation ; therefore, by changing 
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the perception one can avoid some stresses {Pearlin & Schooler, 
1978) . Appraisal is a cognitive process whereby an event is 
evaluated to determine what is at stake and what options are 
available. The appraisal is critical to the coping process if 
few possibilities for change are seen {Folkman & Lazarus, 
1980) . 
. .. emotions (and stress) are products of 
cognition, that is, of the way a person 
appraises or contrues his or her relationship 
with the environment. 
(Lazarus, 1981, p192) 
There is a two-way relationship between cognition and emotions. 
Cognition affects one's emotional response which, in turn, 
affects one's cognition. The trivial things, therefore, that 
appear to cause distress may be symbolic of something else; 
for example, a broken dish or spilled milk may be interpreted 
by the individual as an implication of having little control of 
one's life. When environmental demands are seen as difficult 
but not impossible to control, the situation may be seen as 
challenging. Those persons who appraise the situation as 
threatening are less likely to draw on skills of mastery and 
more likely to experience poor adaptational consequences 
(Lazarus, 1981). Change may be seen as an opportunity for 
personal growth. If it is seen as a danger, there is an 
increased vulnerability to mental disorders (Caplan, 1964) 
Cognitive expectations are built on the attitudes and 
beliefs developed over one's lifetime. As people become older, 
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they often lose the concept or expectation of wellness. The 
high proportion of mental and attitudinal changes seen in older 
adults are not biologically based but rather the effects of 
acting out role acceptance. Myths about aging have 
impregnated our "old" people with negative attitudes toward 
aging. When accepted, this produces behaviour illustrative of a 
phenomenon known as "self-fulfilling prophecy". A study 
conducted for the National Council on Aging (Harris, 1975) 
showed that older adults hold expectations of infirmity 
( physical and mental), inability to learn, and rigidity in 
values and views of older adults. Older adults buy into the 
stereotypes; however they see themselves as the exception. 
Older adults believe the prejudice and act 
out the stereotype. In order for a change in 
attitude to occur, it must start with seniors 
themselves, through education. 
(Dory, 1979, p.17) 
Birren (1977) suggests that the functioning ability of the 
older adult could be improved if their perceptions of 
competency were modified. Therefore, an understanding of the 
myths and realities of aging may be seen as a building block 
for effective coping. While an understanding of the process of 
aging, the changes, 1 osses and societal expectations, are 
germane to one's response and interpretation of stressors, the 
type and depth of the individual's reaction are the key to 
successful coping. 
Hans Selye (1975) outlined three stages of what he termed, 
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the General Adaptation Syndrome (GAS) -- one's biological 
response to stress. These are 1)the alarm reaction, 2)the 
stage of resistance and 3)the stage of exhaustion. (p.26) 
The alarm reaction is the physiological response triggered 
by a stressor -- as in the 'gunshot' example previously 
discussed. The organism is placed in a position of 'fight or 
flight'; that is, the stressor must be eliminated by combatting 
it (fight) or running away from it (flight). 
Should this not be possible and the alarm reaction is 
still present, the individual will pass into the stage of 
resistance. In this stage, the body appears to return to 
normal functioning. The body must actively fight the stressor, 
mobilizing physical, psychological and emotional energy to the 
defence of the organism (whole person). Adaptation energy is, 
however, finite and continuation of this phase will lead to 
exhaustion. 
The symptoms of exhaustion are similar to those of the 
alarm stage; however, it is important to note that energy has 
oeen depleted as has the body's resistance, making the immune 
system very vulnerable. 
While the General Adaptation Syndrome cannot be avoided 
completely, one can and must learn to develop responses or 
cefence reactions to minimize the frequency and impact of the 
alarm reaction and further to avoid the exhaustion stage 
( Shaffer, 1983). 
This is exactly what ~Adapters' habitually do during the 
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~esistance stage in order to determine their effectiveness. 
Selye (1975) categorizes the defence reactions as: 
1) catatoxic (the fight response) 
2) flight (escape the enemy) 
3) syntoxic (ignore or accept the enemy) 
Tubesing ( 1983), in his work on Stress Management, 
expanded on this The catatoxic or fight response implies a 
direct action to alter the stressor; for example, "problem 
solving, direct communication, organizing, planning and time 
management are common techniques for altering stress" (p. 50). 
The flight response is one of avoidance. Employing this 
response may conserve energy for use on other stressors deemed 
as more important. The behaviour is one of walking away from 
the problem, saying 'no' or delegating to another person. 
The syntoxic response is one of acceptance. The 
individual understands that the stressor cannot be eliminated 
and in order to avoid the exhaustion stage, one must ignore the 
'enemy' or put up with it without attacking. For this response 
to be effective the individual needs to build resources 
(physically, mentally, socially and spiritually) and / or change 
one's perception of the stressor. As previously discussed, the 
attitude and meaning attributed to the stressor have great 
impact on the resultant stress. 
The aforementioned responses or stress management 
techniques are neither good nor bad, effective or non-
effective. Each option is useful in a number of situations. 
The difficulty arises when ony one type of response is used for 
all situations. The seemingly 'automatic' choice is made, 
irrespective of environmental factors: reactionary rather than 
responsive. It is this rigidity of response that we seek to 
discover in -At-Risk' referrals. 
Older adults are often portrayed as rigid and unable to 
adapt to stressful situation. Pfeiffer {1977) reports that 
while some older adults use a wide range of coping mechanisms, 
the return to more 'primitive defence mechanisms' such as 
withdrawal, somatazation, and denial, are preponderant in this 
age group. Gutmann (1977) supports this theory, suggesting 
that there is a shift from the use of active to passive coping 
mechanisms with age. McCrae ( 1982) terms this the "regression 
~ypothesis". Other, more recent, research has concluded that 
coping strategy use is unrelated to age (Cappeliez & Blanchet, 
1986; Billings & Moos, 1981; Folkman & Lazarus, 1980). Coping 
changes may be more related to the sources of stress {e.g. more 
health related episodes) than to age or as a function of 
personality development. Defences used by older adults have, 
in fact, been found to become more effective and less 
distorting of reality. This may be associated with maturity 
and has been termed the "growth hypothesis" {McCrae, 1982). 
Shaffer { 1983) refers to the 'adapters' as the "resilient 
type". The characteristics described are similar to those of 
the "invulnerable" child: 
-has a will to live and a reason for being 
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-has an optimistic attitude about life and self 
-is the master of his fate 
-views stressful situations as opportunities or challenges 
-engages in problem solving dialogue 
-takes responsibility for his fate/health/behaviour 
(pp.223-224) 
The effect of a stressor or life event on an individual is 
~hus dependent on one's interpretation of the event and choice 
of response or coping strategy. The function of coping, as 
seen by Pearlin & Schooler (1978) is to 1)change the situation, 
2)control the meaning of the event or 3)control the stress 
after it emerges . 
. . . coping is a major factor in the relation 
between stressful events and adaptational 
outcomes such as depression, psychological 
symptoms, and somatic illness. 
(Folkman et al. ,1986,p.992) 
~he concept of Coping has bveen studied in various ways. 
7rait-oriented research, such as that of Pearlin & Schooler 
( 1978) and Gutmann (1977) examines what a person 'usually does' 
in stressful situations. This approach assumes that people 
behave consistently across all situations and is therefore a 
poor predictor of coping processes. It limits the concept of 
coping to one of maintaining equilibrium not of active problem-
solving aimed at changing the stressor (Billings & Moos, 1981). 
The focus is on reducing tension rather than problem-solving. 
:oping research must include both. When the emphasis is placed 
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on the process or dynamics of coping, a 1 transactional' 
approach emerges (Lazarus, 1981) . Th i s approach looks at how 
~ he environment affects the person and the person affects the 
environment in a continuous flow of events over time. These 
events affect one's physical, 
but do not necessarily have 
social and emotional functioning 
disruptive long-term effects 
(Billings & Moos, 1981) A stimulus-response perspective, 
therefore, does not present us with guidelines whereby stress 
and performance are linked. Lazarus (1981) found three types 
of results under stress: 1)no measurable effect 2)impairment 
of performance and 3) facilitation. It is the goal of Coping 
researach to shed some light on what process differences exist 
between people and situations that may determine which result 
occurs. In other words, "Why is it some people adequately 
handle serious life crises, whereas others bread down under 
minor stress?" (Moos, 1976, p.5) To this end, coping 
strategies have been studied in specific situation to 
determine effective use for positive adaptational outcomes. 
Strategies have been categorized in various ways by a 
number of researchers (Kahana& Kahana, 1975; Lazarus, 1980; 
Billings et al, 1983; Wong & Reker, 1985; Foster & Gallagher, 
1986). Though the terminology differs, there are many 
similarities in the categories and in their findings related to 
effective coping. 
Instrumental Strategies (Kahana & Kahana, 1975; Lazarus, 
1980; Wong & Reker, 1985) are functions of psycho-social coping 
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that ha v e a problem-solving focus. Billings et al. (1983) 
further divided this category into 'Appraisal-focused'--
understanding the stressor and analyzing it logically--and 
'Problem-focused--Problem-solving' The emphasis, however, 
remains compatible; that is, the individual has an 
understanding of the event and searches out the information and 
means to solve his / her own problem. This is an active and 
information seeking process but also involves a regulation of 
emotions through the use of defence mechanisms such as humour 
( Lazarus, 1981), management of the appraisal of the event and 
active particvipation in the solution (Billings& Moos, 1981). 
Internal control is seen to be a mediator of stress. In 
research on Locus of Control, Shupe (Birren & Livingston, 1985) 
found that older adults who believed that they had some control 
over the environment had a more positive coping style and were 
higher in life satisfaction. Though there was a need to depend 
on others, these individuals held perceptions of control over 
their fate. The importance of mastery or control was supported 
·::>y the findings of Kobasa ( 1979) who determined that 
-hardiness' was dependent on perceived control over life 
events, a commitment to activity and a perception of change as 
c hallenging. McNeil et al ( 1986) defined psychological 
h ardiness as "a personality based tendency to diminish the 
.:. mpact of stressful life events by optimistic cognitive 
appraisals and decisive coping actions" (p.43). Change was 
seen as a stimulus to growth, not a threat, over which the 
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:ndividual perceived control. The importance of perceived 
control cannot be overstated. Seligman (1975), in studying the 
concept of -learned help-lessness', determined that individuals 
who expected outcomes to be uncontrollable, believed that 
:::-esponding in any way was futile. This resulted in fewer 
attempts at coping. Those, however, who believed that the lack 
of control would not persist and that things could be corrected 
( an Instrumental approach) were more likely to be motivated 
i nto activity. Wong & Reker (1985) studied ethnic differences 
in coping styles. Anglos were determined to be more adaptive 
and used Internal strategies significantly more often than 
their Chinese counterparts . 
Affective strategies (Kahana & Kahana, 1975; Lazarus, 
l980; Wong & Reker, 1985; Billings et al., 1983) focus on the 
individual's emotional response to a life event. Foster & 
Gallagher ( 1986) studied the coping strategies used by 
depressed and nondepressed older adults. Consistent with the 
findings of Billings, they found that depressed subjects 
employed emotional discharge strategies (verbal outbursts, 
smoking, over-eating, etc.) more often. Unsatisfactyory 
outcomes were found to be associated with Affective-Aggressive 
coping (e.g. assessing bleam and expressing anger to others) in 
a study by Folkman et al. ( 1986). Several studies in 
i nstitutional settings found residents to be more likely to 
employ Affective strategies, both passive and aggressive 
( Cutler & Chiriboga, 1976; Quayhagen & Chiriboga, 1976). Wong 
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& Reker's Chinese subjects were also more likely to use 
Affective strategies, which were seen as less effective. 
Diversional or Escape strategies (Kahana & Kahana, 1975; 
Billings et al., 1983; Foster & Gallagher, 1986; Wong & Reker, 
19 85) are based on the individual 's indirect efforts to deal 
with the stressor. For all but Kahana & Kahana, these are seen 
as negative strategies which include such responses as blind 
faith, use of tranquilizers, withdrawal, etc. Escape 
strategies may help the individual accomodate to stress without 
being overwhelmed when seen as an energy-recouping experiences, 
tension reducer or as a preparation for the 'worst-case 
scenario' (Billings & Moos, 1981). Foster & Gallagher (1986) 
found that the perceived hopelessness of depressed subjects led 
to the development of a negative perception that may have 
fostered the increased use of Emotional discharge strategies. 
Stresses not handled constructively served as precipitants for 
physical and mental health problems. Kahana & Kahana defined 
their category as diversional rather than avoidance. While the 
escape strategy tends to hold more negative attributes, it can 
also be seen as giving the individual time to re-energize by 
"getting away from the problem" or taking a walk. Pearlin & 
Schooler (1978) found that measures such as denial and escapism 
(moving away from or toward people when troubled) had no coping 
function. This may be due to the positive and negative 
attributes associated with this strategy. Providing 
assistance to others is another effective way of -avoiding' 
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one's own problem momentarily. The Peer Leader concept is 
based on mutually sharing a common problem in order to resolve 
it (Kraus, 1980). This phenomenon was earlier cited in the 
literature related to -Invulnerable' children (Pines, 1979) . 
There is some question as to whether this is truly an avoidance 
measure or a combination of that and mutual problem-solving. 
It is perhaps the social support of the significant other, as 
opposed to a dependency on them, as suggested by Wong & Reker 
( 1985), that is effective in some situations. 
studied social supports as a buffer to stress. 
Kraus ( 1986) 
The findings 
indicated that the impact of global stressors was not modified 
by social supports but that specific social supports were 
effective during specific life events. Andrews et al. ( 1978) 
found that social support variates showed no mediating effect 
on the relationship between life event stress and psychological 
impairment. These results were confirmed by Cappel iez ( 1987). 
Billings & Moos (1981), however, found social supports to have 
an important role in mediating stress. While the studies 
appear to have contradictory results, the difference may lie, 
not in the availability of a social support network, but in the 
development and use of those supports. Preston & Mansfield 
( 1984) found that the ability to establish a needed support 
system was a moderator of life stress. The individual in this 
case, assumes the responsibility and takes an active role in 
seeking out and recognizing available resources. Resource 
development, then, becomes a component of an Instrumental 
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Coping strategy; for example, in a situation where more 
:.nforma t ion is needed, social supports are sought {e.g. legal 
advice, self-help groups) {Folkman & Lazarus, 1980). This 
suggests that a variety of coping strategies are needed, 
depending on the presenting stressor. One strategy cannot be 
effective in all life events. Shupe {Birren & Livingston, 
1985) found that -internals' were more likely to have 
cifficulty in dealing with traumas over which they had no 
control {e.g. automobile accidents) because they may have 
always perceived more control than they had in reality. This 
may support Davis' { 1983) findings on the effectiveness of a 
Bi-modal Locus of Control for functional adaptability in Older 
Adults. Community independent subjects were found to be Bi-
modal. Lazarus { 1980) found that effective capers were more 
likely to use a combination of Instrumental and Affective and 
Escape coping strategies in dealing with stressful situations. 
The situational context within which one is dealing 
affects t h e coping strategy employed. In situations where it 
is perceived that something can be done, Instrumental 
{problem-solving) strategies tend to be most effective. For 
those situations that have to be accepted {e.g. death related 
events), Affective and Escape strategies are more often used 
effectively {Cappeliez & Blanchet, 1986; Billings & Moos, 1981; 
Folkman & Lazarus, 1980). Studies comparing community-
independent older adults found problem-solving, cognitive 
reappraisal and coping strategies in general, more often used 
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~y community subjects. Institutional subjects were more 
:ikely to use confrontative or Affective-Aggressive strategies 
( Cappeliez, 1987; Billings & Moos, 1981). Coping with a 
specific situation involves many sources of stress; for 
examp.:e, hospitalization involves a new environment, pain or 
d iscomfort, staff procedures, etc. A variety of strategies are 
t herefore needed to deal with the ever-changing situation . 
. . . it is clearly better to be armed with 
a repertoire of responses and a reservoir 
of resources than to have either alone . 
. . . there is no single coping mechanism so 
outstandingly effective that its possession 
alone would insure our ability to fend off 
the stressful consequences of strains. 
(Pearlin & Schooler, 1978, pp.12-13) 
E f f e c t i v e c ope r s a c 'h i eve a comb ina t i on o f Ins t r urn ental , 
Affective a~d Escape strategy use. They actively seek 
information and solutions, where possible, express their 
feelings, ask for help when needed, accept situations when they 
are unable to change them, and are optimistic about outcomes 
( Caplan, 1964). The Serenity Prayer adopted by Alcoholics 
Anonymous may capture this best: 
God grant me the serenity to accept the 
things I cannot change; 
Courage to change the things I can; 
And wisdom to know the difference. 
If internality and control over life events reduce stress, 
~hen it is logical to provide individuals with more control 
o ver their environment through training. Kobasa (1979) 
suggested that when an individual gives up mastery of his fate, 
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he becomes helpless and sets the stage for disease. Seligman's 
{ 1975) research supported the belief that feelings of 
helplessness directly effected one's well-being stating: 
Since being helpless arouses fear and depression, 
activity that avoids helplessness thereby avoids 
these aversive emotional states. Competence may 
be a drive to avoid fear and depression induced 
by helplessness. 
{p.55) 
Christoph & Li { 1985) found that intellectual functioning and 
biological age did not account for the difficulty that older 
subjects had in determining effective solutions to hypothetical 
social conflicts. They did, however, find a significant 
relationship between poor problem-solving ability and poor 
adjustment to old age. Following a six week training program 
provided to the older subjects, they found that social problem-
solving ability was indeed amenable to training. 
Non-healthy elders are not likely to give 
cognitively complex or creative coping 
responses unless modelling or training 
occurs. 
{Hyer et al., 1984, p.86) 
McCrae {1982) found that the frail or -at-risk' elderly tended 
to the passive and more rigid approaches to coping. Hyer et 
al. {1984) found, however, that rigidity could be improved with 
learning and practice, increasing self-assurance and self-
esteem. Growth-oriented projects are therefore important (e.g. 
Personal growth groups for older adults, Peer support programs, 
and ElderHostel). 
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A preventive program should emphasize communa l 
social and recreation facilities, which should 
be administered so that the independence and the 
activity of the old people will be stimulated, 
rather than encouraging them to become passive 
recipients of care. 
(Caplan, 1964, p.61) 
Birren & Livingston ( 1985) support the concept that training 
can alleviate illness and promote wellness. 
Lazarus (1981) states t hat stress is "as much a product of 
i nept coping as it is of environmental demands or stressors" 
( p. 207). Research should therefore examine the "positive 
experiences of ordinary people who function optimally". To 
that end, this study wi 11 examine the coping strategy choices 
made as reported by the "At-Risk" older adults and the group 
l abelled, the "Adapters". Eisdorfer (1981) suggests that a 
coping paradigm that will have "implications for prevention and 
treatment should probably involve biologic, psychologic and 
social variables" (p.175) From this data, a training package 
can be developed to assist the 'At-Risk' older adult in 
learning those skills necessary to cope with the stressful life 
events associated with aging. 
CHAPTER III METHODOLOGY 
METHODOLOGY 
::YPOTHESES 
: t is hypothesized that in ~At-Risk 1 and ~Adapter 1 subjects, 
'there will be a significant difference (at the .05 level) in 
:he E.C.R.C. Coping scale Total scores. Similar differences 
are expected in the Coping strategy Factor 1 (Instrumental) 
scores and Factor 2 (Affective) scores. No significant 
C:ifferences are expected on the Factor 3 (Escape) scores. 
':"here are no differences expected on the Physical Health 
Assessment scores, Mental Status scores or OARS (social 
support) scores. 
S:JBJECTS 
Subjects selected for this study fell into two categories: 
·At-Risk 1 older adults and 1 Adapters'. 1 At-Risk 1 subjects were 
referred to the Assessment component of the A.G.E.S. program of 
~he Canadian Mental Health Association, because of an inability 
"::o maintain effective independent living. Social service 
agencies (e.g. Family Service Bureau, V.O.N., Senior Citizens' 
Centre), physicians, family members, friends and neighbours, 
were responsible for the referrals that made up the composition 
of this group. Each of these was referred for a reason or 
pattern of causes. The overall picture is heterogeneity--a 
-.;ide range of reasons. The problems might be 
?erceived/potential incompetence, lack of motivation, 
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depression, confusion, general weakness, as an example. In 
other words, any one of a wide variety of precipitating crises 
may lead to referral. 
~Adapters' were selected from older adults participating 
in other areas within the agency or were known to agency 
personnel as successfully maintaining independent living in the 
Windsor community. Thirty {30) subjects thus allocated 
themselves into two naturalistic groups of fifteen each. 
Adapters and At-Risk, by natural selection. 
INSTRUMENTS 
Each potential subject was assessed using a Multi-dimensional 
Assessment tool developed and used by the Canadian Mental 
Health Association staff {Appendix A). The interviewer rated 
each subject on a six-point scale, from "excellent physical 
health" to "totally physically impaired". ~At-Risk' subjects 
were matched with 'Adapters' in the following areas: age, sex, 
mental status score, and functional mobility {scores of 1 - 4 
on the Assessment instrument). Thus, the basis of 
differentiation between subject scores by functional group was 
in the area of psycho-social functioning. {The experimental 
group {At-Risk) are not held to be homogenous except that the 
help of the agency was sought). The Geriatric Scale of Recent 
Life Events {Kiyak, Liang, & Kahana, 1976 ) is intended to 
measure the impact of life events on the amount of stress 
experienced by the individual over the previous three years. 
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It was administered to all subjects as a means of further 
delineating individuals / groups. (Appendix B). 
The Elderly Care Research Center (ECRC) Coping Scale 
( Kahana & Kahana , 1975) was administered orally to all matched 
subjects. The ECRC Coping Scale consists of twenty-three 
questions relating to a hypothetical situation, answered on a 
scale of one to four (~Not at all likely' 
·somewhat likely ' and ~Very like l y') 
, ~Not very likely', 
(Appendix C) . The 
questions are not mutually exclusive; therefore, a variety of 
coping strategies can be endorsed. 
The Older Americans Research and Service (OARS) Social 
Resource Scale is a general measure of social functioning for 
older adults. The questions elicit information regarding 
patterns of family relationship, visiting and availability of a 
helper. The interviewer rates the individual's social 
resources on a six-point scale, from "excellent social 
resources" to "totally socially impaired". 
ECRC scores were calculated as a simple summation of Total 
score, Factor 1 (Instrumental strategies) score, Factor 2 
(Affective strategies) score, and Factor 3 (Diversionary/ escape 
strategies) score and transferred to data sheets. Group means 
were determined. Test-retest reliability over time ranged 
from . 28 to . 88 with only 5 of the i terns having correlations 
below .50 (Kahana & Kahana, 1975). The endorsement of 
different coping strategies was considered to be a predictor of 
psycho-social well-being in those subjects tested by Kahana & 
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Kahana ( 1975), following relocation to a nursing home . Kahana 
& Kahana recommend further use of the ECRC scale in a situation 
specif i c manner to gather additional data on the reliability of 
the instrument. 
DESIGN 
All subjects referred to the A.G.E.S. program were placed 
in the ' At-Risk' group subject pool. In-Home assessments were 
administered to determine suitability of subjects for inclusion 
in the study. A matched group design was employed, matching 
the 'At-Risk' group and -Adapter' group on the following 
factors : all subjects were 65 years or older, non-confused, 
ambulatory, and all subjects were female. Fifteen subjects were 
tested for each group ( N=30) . The Geriatric Scale of Recent 
Life Events, OARS Social Resource scale and ECRC Coping Scale 
were administered to all subjects. 
Two administrators were employed to carry out Physical 
Health Assessments and the OARS Scale and ratings established. 
A follow-up interview was conducted by one administrator. The 
Geriatric Life Events scale was read to each subject and a 
check mark recorded according to the subject's response. To 
reduce the chance of administrator influence, the ECRC Coping 
scale questions were read to each subject. Only one of the 
four responses ( · very likely' to ·Not at all likely') was 
accepted. The order of possible responses was read the same 
way for each question and each subject. When a direct answer 
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was not given, the administrator would repeat, "So, would you 
say then that you are 'Very likely', 'somewhat likely' etc." 
If the subject was unclear as to the meaning of the question 
{e.g. "How 1 ikel y are you to do something definite ... ") , the 
administrator would give an example, using the same example for 
all subjects {e.g. seek legal advice or start a petition). 
All scores were recorded on data sheets for analysis. 
(Appendix E) 
STATISTICAL ANALYSIS 
A Univariate Analysis of Variance was performed on all 
variable and for all of the questions (23) on the ECRC coping 
Scale. 
A point biserial correlation was performed on all 
variables to reinforce analysis of variance examination. 
Discriminant function analysis was employed on all data 
collected, which allows for analysis and classification of 
discriminating variables. These variables include: Coping 
Strategies (Total score, Instrumental, Affective, Diversional); 
Recent Life Events; Social Resources, Mental Status and 
Physical Health. 
Discriminant Analysis renders a weight and linear 
combination of variables in a way that will force groups to be 
as statistically distinct as possible. When a set of variables 
is fou.nd that discriminates the groups, a set of classification 
functions is derived that will allow for the prediction of 
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group membership of new cases that is, classification of 
:=unctions predicting "at-riskedness". The stepwise procedure 
was performed to discern the single best discriminating 
v ariable and continue to add variables that improve the value 
of discrimination in combination with the first, until no 
further contribution is made. Canonical correlation functions 
were performed to determine the strength of association, and 
Wilks' Lambda used as the criteria for statistical inference. 
The limitations of discriminant function analysis are: 
j,) when predicting membership in groups that are naturally 
occurring, the question of causality is not answered; and 
2) there is difficulty with the generalizabili ty of results, 
~herefore cross-validation and assessment of new cases for 
classification are needed. 
CHAPTER IV RESULTS & DISCUSSION 
RESUL':'S 
ANALYSIS OF VARIANCE 
An analysis of variance was performed on all variables. 
Table 1 provides a summary of means comparing the At-Risk ana 
Adapter groups. 
Subjects were matched for age, ambulatory ability and lack 
of confusion. Each subject was assessed on Physical Health and 
mental status. Test procedures were elaborated on in the 
methodology section. 
The lack of significance of age (F = .0029, p>.05), 
Assessment score (F = .0464, p>.05), mental status (F = .0435, 
p>.05) and OARS (F = .7226, p>.05) indicates that these 
variables were not factors affecting group membership in this 
study and thus, capability for independent living. 
The mean score on the Life Events scale, for events 
occurring during the previous three years, for Adapters was 423.8 
(S.D.= 161.4) ranging 
subjects was 264.1 (S.D. 
from 92 
= 71.3) 
to 699 and for the At-Risk 
ranging from 159 to 365. The 
between group variance was significant at the <.01 level (F = 
12.28). This means that the Adapter group experienced 
significantly more stressful events than the At-Risk group. 
These results will be explained further in the Discussion 
section. 
The ECRC Coping scale results in scores on three independent 
s t rat eg i es and a Total score (Table 1) . The most significant 
variance between groups was seen in the Factor 1 (Instrumental 
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SUMMARY OF MEANS TABLE 1 
AT RISK ADAPTER 
Variable Mean S.D. Mean S.D. F Sig. 
1. Age 
. 72.87 7. 1 73.0 6.5 .0029 
.957 
" Assessment 2.86 .91 2.8 
.77 .0464 
.831 
L • 
3 . Mental : 29.5 
.83 29.47 
.91 .0435 
.836 Status 
4. OARS 2.53 . 74 2.27 
.96 .7226 .4025 
5. Life 
. 264.1 71.3 423.8 I 161.4 12:28 
.0016** Events 
6. Factor 1 ; 11.53 . 1. 88 . 18.93 1.53 139.11 
.0000*** Instrumental! 
7. Factor 2 4.53 1. 59 3.26 1. 57 
' 
4.7679 
.0375* (Aggressive 
8. Factor 2 I 7.67 . 2.25 I 6.13 2.26 3.4511 
.0738 (Passive) 
9. Factor 2 12.2 
(Total) 
; 3.36 9.4 3.33 5.24 .029* 
10. Factor 3 ' 11. 6 2.19 . 12.6 2.87 1.1463 .2935 (Escape) 
11. Coping : 53.66 . 5.57 60.0 4. 27 12.1842, .0016** Total 
* p<.05 ** p<.Ol *** p<.001 
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strategy) scores (F = 139.11, p<.001). At-Risk subjects had a 
~ean score of 11.53 (S.D. = 1.88), while Adapter subjects had a 
mean score of 18.93 (S.D. = 1.53). 'Adapters' are therefore more 
?rone to employing an Instrumen~al strategy in dealing with the 
~ypothetical stressful event presented. 
Factor 2 (Affective St rategy) is made up of two components: 
Aggressive and Passive . Only the Aggressive strategy provided 
significant difference between groups (F = 4.7679, p<.05). At-
Ris k subjects had a mean score of 4.53 (S.D. = 1.59) and Adapters 
~ad a mean score of 3.26 (S.D.= 1.57). At-Risk subjects were 
more likely to use an Aggressive-Affective Strategy than Adapter 
subjects. Between group variance on Factor 2 Total scores was 
a l so significant (F = 5.24, p<.05). 
There was no significant difference found between groups on 
Factor 3 (Escape Strategy) scores. This would indicate that both 
Adapters and At-Risk subjects employ escape or avoidance 
strategies in dealing with certain stressful events. 
The ECRC Coping scale Total score was significantly higher 
( F = 12.1842, p<.01) for Adapter subjects (x = 60, S.D . = 4.27) 
than for At-Risk subjects (x = 53.66, S.D. 5. 57). The Adapter 
group, therefore, were more likely to use a variety of strategies 
rather than focusing on only one or two, to deal with the problem 
presented. 
The ECRC Coping scale contains twenty-three questions. 
~able 2 gives a summary of means on each question. 
- --
Question 
1 
2 
3 
4 
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TALBE 2(a) 
ECRC COPING SCALE QUESTION CONTENT 
Content 
Get additional information 
- Talk with others 
See humorous aspects 
Not worry 
5 Become involved in other activities -------~~=-~ 
6 Take positive action 
7 Expect the worst 
8 -----~-------~M~a~k~e~a~l~te~r~n~a~t~e~plaD~S ________ __ 
9 ____ Draw on past experiences 
10 Reduce tension 
11 Think of new goals 
12 Feel lost and confused 
13 Stick to yourself 
14 Have a good cry 
15 Go out for awhile 
16 Become angry and irritable 
17 Feel bitter; blame others 
18 Do something definite 
19 Get together with others 
20 Complain to those in charge 
21 Deal with the situation later 
22 Depend on others to deal with it 
23 Turn to religion or prayer 
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TABLE 2 (b) 
SUMMARY OF MEANS 
ECRC COPING SCALE 
AT RISK ADAPTER 
Question Mean S.D. Mean S.D. F.Ratio Sig. 
1. 3.27 .70 3.93 .26 11.864 .0018** 
2. 2.0 1.06 3.86 .51 37.0811 .000 ** 
3. 1.53 .99 2.6 1.12 7.625 .0100** 
4. 2.066 I .703 2.46 1.12 1.3622 .253 
5. 2.6 .828 2.6 .91 .000 1.000 
6. 2.2 .9411 3.73 .59 28.48 .000 * *) 
7. 2.53 .743 2.0 1.19 2.153 .153 
8. 2.13 .74 3.6 .507 39.858 .000 **~ 
9. 2.26 .59 3.0 .92 6.669 .0153* 
10. 2.33 .899 2.06 1.16 .4934 .4882 
11. 2.13 .99 2.26 1.03 .1302 .7209 
12. 3.0 .925 1.73 .961 13.513 .0010** 
13. 2.66 1.046 1.4 .736 14.691 .0007** 
14. 2.13 1.245 2.4 1.298 .329 .5706 
15. 1.93 .883 2.66 .899 5.071 .0323* 
16. 2.4 .985 1.93 1.16 1.405 .2457 
17. 2.13 .99 1.33 .61 7.049 .0129 
18. 1.93 .703 3.8 .560 64.564 .000 *** 
19 . 1.86 1.125 3.93 .258 48.05 .000 *** 
20. 2.33 1. 112 3.26 1.032 5.669 .0243* 
21. 2.733 1.032 1.733 1.032 7.031 .0130* 
22. 3.0 1.133 1.2 .414 33.352 .000 *** 
23. 2.53 1.06 3.06 1.03 1. 94 .1738 
* p<.05 ** p<.01 *** p<.001 
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Fifteen questions showed significant differences between At-Risk 
and Adapter subjects. Scores on Questions 1, 2, 6, 8 and 18 are 
summed up to achieve the Factor 1 score. As all of these items 
were significant, so then was Factor 1. 
Factor 2 (Aggressive) included questions 16 and 17. 
Question 17 ("How likely are you to feel bitter, blame others for 
the problem") was s;gn;f;cant (F 7 049 < 05) dd . t th .... .... .... = . , p . a 1ng o e 
significant differences in Aggressive strategy use previously 
::-eported. Only differences in respone to question 12 ("How 
l ikely are you to feel lost and confused about what to do next ") 
o f Factor 2 (Passive) were significant (F = 13.513, p<.001). 
7 able 1 indicates no significant between group differences on 
this Factor. 
Factor 3 (Escape) is made up of 5 questions, of which only 
one showed significant differences between groups. The question 
.i.5 ("How likely are you to go out for awhile to forget about the 
problem?") mean score for the At-Risk group was 1.93 (S.D. = 
.883) and the mean score for the Adapter group was 2.66 (S.D. = 
. 899). This indicates that Adapters are more likely to take a 
short break from the problem. 
Eight questions from the instrument are not loaded onto any 
o f the three factors. Seven of the 8 questions showed 
significant differences (Table 2 ) . 
Question 3 scores indicate that Adapters are more likely to 
see the humourou s aspects of the situation (x = 2.6, S.D. = 1.12) 
than At-Risk subjects (x = 1.53, S.D. = .99). Adapter subjects 
on Question 9 reported that they would draw on past experiences 
( x = 3, S.D. = .92) more frequently than reported by At-Risk 
subjects (x =2.26, S.D. = .59). At-Risk subjects were more 
likely to stick to themselves (Question 13) (x = 2.66, S.D. = 
1.04) than Adapters (x = 1.4, S.D. = .73). Adapters reported, on 
Question 19, that they were more likely to get together with 
others experiencing the same problem (x = 3.93, S.D. = .258) than 
At-Risk subjects (x = 1.86, S.D. = 1.125). Adapters were more 
iikely to complain to people in charge of the situation (Question 
20) (x = 3.26, S.D. = 1.03) than At-Risk subjects (x = 2.33, S.D. 
= 1.112). At-Risk subjects were more likely to put off dealing 
with the situation (Question 21) and to have someone else deal 
with the problem for them (Question 22) (x = 2.73, S.D. = 1.032; 
x = 3.0, S.D. = 1.133, respectively) than Adapter subjects (x = 
1.733, S.D. = 1.032; x = 1.2, S.D. = .414, respectiveiy). 
The significant difference shown between groups in these 
questions not loaded on any factor may be a weakness of the Test 
instrument and will need to be examined further. 
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?OINT BISERIAL CORRELATIONS 
?oint biserial correlations revealed that there is concomitant 
v ariation in the Life Events score (Eta =.55), Factor 1 
( Instrumental) score (eta =.91 and Total Coping Score (eta= 
. 55). The highest correlation is between group membership and 
Factor 1 scores. Table 3 shows a summary of variables and 
related eta values. 
TABLE 3 
POINT BISERIAL CORRELATIONS 
Variable 
1 . Age 
2 . Assessment 
3. Mental Status 
4. OARS 
5. Life Events 
6. Factor 1 (Instrumental) 
7. Factor 2 (Agressive) 
8. Factor 2 (Passive) 
9. Factor 2 (Total) 
10. Factor 3 (Escape) 
11. Coping Total 
DISCRIMINANT FUNCTION ANALYSIS 
Eta Value 
.01 
.04 
.04 
.16 
.55 
.91 
.38 
.33 
.40 
.20 
.55 
* 
* 
* 
The overall discriminating power of the model was 
accomplished by testing for differences in the group centroids. 
The Chi-squared value for the model of x '- = 55.09 (p<.001) 
permits rejection of the null hypothesis that the differences in 
group centroids of the two groups was zero. This result 
justified an examination of the discriminating power of each of 
the independent variables. Table 4 presents the means and 
univariate F ratios for all eight variables. 
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TABLE 4 
I 
IWILKS' LAMBDA (U-STATISTIC) A UNIVARIATE F-RATTO 
WITH 1 AND 28 DEGREES OF FREEDOM 
: variable Wilks' Lambda F Significance 
! Assessment 0.99835 0 . 4636E-01 0.8311 
I 
! Life Events 0.69512 12.28 0.0016 
I 
I Instrumental I 0.16756 139.1 0.0000 
I I 
! Aggressive 1.85449 4.768 0.0375 
I 
!Passive 0.89027 3.451 0.0738 
I 
I F2 Total 0.84227 5.243 0.0298 
IEscape 0.96067 1.146 0.2935 
I 
ITotal 0.69679 12.18 0.0016 
I 
A stepwise discriminant function analysis was performed using 8 
variables as predictors of membership in two groups. Predictor 
variables were Instrumental Coping Strategy, Life Events, 
Aggressive Coping Strategy and Physical Assessment. Groups were 
'At-Risk' Older Adults and 'Adapter' older adults. Discriminant 
function analysis was run six times using different combinations 
of the eight variables with the ratio of subjects to variables 
reduced to 5 or 6. This resulted in no significant drop in the 
overall F ratio for the test of differences among group centroids 
and resulted in no change in predictor variables. The ruling on 
subjects vs. variables, as reported by Cooley &: Lohnes (1971), 
states that "the number of subjects minus one should be the 
maximum number of variables used in a discriminate function 
analysis". 
A significant discriminant function was calculated with a x~ 
(4) = 55.09, p<.Ol. The discriminant function accounted for 100% 
of the between group variability with an eigenvalue of 7.32 
(Table 5). 
TABLE 5 
CANONICAL DISCRIMINANT FUNCTIONS 
Function Eigenvalue Percent of Variance Cumulative Percent 
100.0 1 7.32 100.0 
After Function Wilks'Lambda r 2 Chi-squared DF 
0.12016 .88 55.091 4 
Canonical 
Coval 
0.93799 
Sig. 
.000 
Before evaluating the classification accuracy of the model, Box's 
M and its associated F test were used to determine the equality 
of covariance matrices between the groups. The resulting F value 
of 1.596 is not significant at the .05 level, r~sulting in the 
acceptance of the null hypothesis of equal covariance matrices 
and supporting the use of linear rather than quadratic 
classification rules. 
Table 6 shows that the stepwise discriminant function 
analysis model correctly classified 29 of the 30 cases or 96.67 % 
The independent variables were examined for multi-
colinearity. Table 7 shows the correlation matrix for all 
variables. There is a positive relationship between Total Factor 
2 scores and Factor 2 component (Aggressive and Passive) scores 
(r =.81 and r = .91, respectively). The component scores are 
summed to determine total Factor 2 score, therefore this result 
is not unexpected. No other intercorrelations are judged large 
enough to produce a bias in the estimation of the parameters of 
the model. 
TABLE 6 
CLASSIFICATION RESULTS 
Actual Group # Cases Predicted Group Membership 
1 2 
At Risk 1 15 15 0 
100.0% 0.0% 
Adapters 2 15 1 14 
6.7% 93.3% 
Percent of "Grouped" cases correctly classified: 96.67% 
TABLE 7 
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The primary variable 1·n d " t· · h " b 1s 1ngu1s 1ng etween groups was 
found to be the Factor 1 ( r t 1 ns rumenta ) coping strategy. 
Adapters are more likely to employ this strategy (x = 18.93) than 
At-Risk subjects ( x = · 11.53). Table 8 shows variables 
contributing to discrimination, ranked and with their associated 
Wilks'Lambda. 
TABLE 8 
DISCRIMINATE ANALYSIS SUMMARY TABLE 
Action Var. In Wilks' Lambda Sig. 
1. Factor 1 1 .16756 .000 
Instrumental 
2. Life Events Score 2 .14415 .000 
3. Factor 2 Aggressive 3 .12790 .000 
4. Assessment 4 .12017 .000 
Adapters were significantly higher on Life Events score (x = 
423.8) than At-Risk subjects (x = 264.07);Adapters were 
significantly lower on Factor 2 (Aggressive) scores (x = 1.58) 
than At-Risk subjects (x =1.6); and Adapters were slightly lower 
on Physical Assessment score (x = 2.8) than At-Risk subjects (x = 
2.86), though not to significance. Table 8 summarizes the 
relationship between groups and variables, determined by use of 
standardized canonical discriminant function co-efficients 
(Table 9 & 10). 
-48-
TABLE 9 
Relationship between groups and variables 
A-R ADAP. 
Inst. Lower Higher 
Life Ev. Lower Higher 
Aggress. Higher Lower 
Assess. Higher Lower 
TABLE 10 
STANDARDIZED CANONICAL DISCRIMINANT FUNCTION COEFFICIENTS 
FUNCTION 1 
Assessment 
Life Events 
Instrumental 
Aggressive 
-0.27776 
0.50031 
0.99961 
-0.32761 
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The model developed by stepwise discriminant function 
analysis would predict membership in At-Risk or Adapter groups 
using the following formula (taken from results listed in Table 
1 1 ) : 
H = -8.51 + .582 (Instrumental Score) + .004 (Life Events 
Score) - .21 (Aggressive Score) - . 33 (Assessment Score). 
TABLE 11 
UNSTANDARDIZED CANONICAL DISCRIMINANT FUNCTION 
SUMMARY TABLE 
Variab~ __ __ _ Coeffi.0__e& Mean at Risk Mean Ag~p_!~r_ 
Instrumental .582 11.53 18.9 
Life Events .004 264.10 423.8 
Aggressive -.210 4.53 3.3 
Assessment -.330 2.90 2.8 
Constant - 8.51 
Statistical Indicators r 2= .88, Chi-squared= 55.1 
(significant at 1% level), eigenvalue= 7.32186 
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DISCUSSION 
Older adults are often thought not to be able to adapt to 
stressful situations. One theo~y suggests that there is a change 
in coping strategy with age, 
more passive one (Gutmann, 
from an Instrumental approach to a 
19 7 7) . This has been termed the 
''regression hypotheses". Ot~er researchers (eg. Folkman & 
Lazarus, 1980; Billings & Moos , 1981; McCrae, 1982) have found 
that older adults use a variety of strategies as do younger 
people, although the stressors may change ( eg. more health 
related) encouraging the use of specific strategies. In fact, 
McCrae ( 1982) suggests that older adults become more mature in 
their response to stressors. This is termed the "growth 
hypothesis". These findings, and those of the present study, 
might suggest that Adapters fall within the "growth hypothesis", 
while At-Risk subjects fall within the "regression hypothesis". 
SOCIAL SUPPORT (OARS) 
The availability of a "social support network is often 
reported as a buffer to stressful events. Miller (1976) found 
that low levels of social support were associated with 
psychosomatic complaints and psychological distress. Billings & 
Moos (1984) found similar results and concluded that the quality 
of support was associated wi~h the adequacy with which the 
subjects functioned. Coping and available social resources, 
however, were not independently tested. In combination they 
found that those subjects with fewer resources were more likely 
to use avoidance or escape strategies. It may, however, be that 
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those using avoidance strategies perceive fewer resources or do 
not use those resources available. Folkman et al. (1986) 
determined that in situations where there was a perceived threat 
to one's self-esteem, less social support was sought. The 
ability to develop a social support network when needed was seen 
as a moderator of life stress in a study by Preston & Mansfield 
( 1984) . The individual is seen here to be taking responsibility 
for developing or establishing needed supports. This suggests 
the use of Instrumental Coping strategies; that is, if supports 
are available but are not developed or used, they may not mediate 
against stressful events. The "helping network" may not be a 
good substitute for the "social support network", outlined by 
Preston & Mansfield (1984). The lack of significance on the OARS 
scores found in this study suggest that both At-Risk and Adapter 
subjects had similar social supports available to them. At-Risk 
subjects, however, tended not to use those supports in times of 
stress as seen in their responses to question items on the ECRC 
scale. Questions 2, 13, and 19 deal with talking to others, 
sticking to oneself and getting together with other people who 
have the same problem. Adapters were significantly more likely, 
on all questions, to seek support from others family and 
friends. Older adults may be were more likely to maintain 
independence when they are able to exchange something of value 
( k 1 d · 1 pos1· tion) Where there is a lack eg. now e ge, money, soc1a · 
of kin, new networks may be developed. Some studies have found 
that social supports buffered the impact of stressful life 
events. More recent studies have on cop~ng strategies found that 
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social support was the only variable which was not significantly 
~elated to any other variable in the study. This is consistent 
with the findings of this study. It may be in seeking out and 
·..:sing available resources, particularly those who have 
experienced similar problems, that the At-Risk subjects fall 
short. The implications for self-help group development in 
enhancing the effectiveness of support networks will be 
discussed later in the final section. 
LIFE EVENTS 
It was hypothesized that there would be no significant 
difference in Life Events scores between At-Risk and Adapter 
subjects. This was not substantiated by this study. In fact, 
Adapters reported significantly more life events than At-Risk 
subjects (F = 12.28, p<.Ol). 
explanations for this occurrance. 
There are several possible 
It may be suggested that experience with stressful life 
events in the past enhances one's ability to cope in the future; 
that is, there is a practice effect. The more frequently a 
problem arises, the more 'automatic' the coping mechanism 
employed; the more opportunities that older adults have to work 
through problems the more effective the adaptation to new 
stressors. The significance of Question 9 on the ECRC Coping 
scale would support this theory . Adapter subjects were more 
.:ikely to draw on past experience (x = 3.0, SD = .92) than At-
Risk subjects (x = 2.26, SD = .59). 
The Geriatric scale of Recent Life Events does not 
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distinguish between positive and negative events. This is based 
on Selye's (1975) theory that all changes (good and bad) create a 
need for adaptation in the individual. The At-Risk subjects, 
however, may be less likely to be able to identify positive 
events while focusing on the negative events that are creating a 
difficulty in adaptation. Vacations, and Personal achievements 
of self or family, for example, were infrequently checked by At-
~isk subjects. This explanation, however, would not account for 
the large variance in scores between the two groups because there 
are only a few events that carry a positive value and do not have 
a polar event listed (eg. more church activity- less church 
activity). Scoring on these events is lower than for negative 
valued events (eg. death of spouse). 
A third possible explanation is that Adapters may be more 
:ikely to see all of the problems touching their lives. If one 
is effectively dealing with a major life event, then minor events 
may also be visible. At-Risk subjects may be so focused on the 
one or two problems that a third problem is ignored. For 
example, the At-Risk subject may be so consumed, in energy and 
attention, by an illness, that Age Discrimination or the illness 
of another family member has no effect and is therefore not 
recognized. 
:NSTRUMENTAL COPING STRATEGIES 
The results of this study indicate that Adapters are 
sign.:ficantly more likely to use Factor 1 (Instrumental) 
s tra teg ies in dealing with the presented problem ( F = 139. 108, 
p<.OO:.). This finding is consistent with the results of many 
researchers. Individuals who appraise a situation as 
challenging rather than threatening are more likely to see 
positive adaptational consequences. These individuals perceive 
the environmental demands as difficult but not impossible to 
manage. The hypothetical situation presented to all subjects was 
that of an older adult being informed that his / her home was being 
expropriated to make way for a new highway. Each subject was 
asked what they would do and their initial response recorded. 
Responses such as, "Not much you can do. You can't fight City 
Hall", "I guess I'd have to move", and "I don't know" were 
consistently recorded for At-Risk Subjects. Adapters' responses 
included, "I'd see my lawyer", "They' 11 have to pay big dollars 
before I agree to move", "I'd call City Hall" and "I'd fight it". 
{Appendix E lists all of the responses.) The Adapters, 
~herefore, were more likely to perceive options and take some 
a c t ion i n de a 1 in g w i t h the s i t ua t ion . Billings & Moos(1981) 
found that 'active cognitive coping' involved managing the 
appraisal or perception of the event by trying to look on the 
bright side and finding humour in the situation and drawing on 
past experiences to develop a problem-solving strategy. The 
differences reported in this study on Question 3 ("How likely are 
you to try to see the humorous aspects of the situation.") and 
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question 9 "How likely are you to draw on your past 
experiences") support these findings, with Adapters being 
significantly more likely to employ these strategies (F = 7.625, 
p<.Ol; F = 6.669, p<.05, respectively). 
AFFECTIVE COPING STRATEGIES 
Adapters in this study were found to use Affective-
Aggressive strategies significantly less than At-Risk subjects (F 
= 4.7679, p<.05). Some studies have found that the most 
unsatisfactory outcomes were associated with confrontative coping 
strategy use (ie. expressing anger to others, expressing 
bitterness and blaming others). Community independent subjects 
!"eported less use of confrontative coping strategies and 
assessing blame or expressing hostility as a means of dealing 
with stressful events. Adapters, therefore, are more likely to 
take ownership for their feelings and problems and take 
responsibility for the solutions than At-Risk subjects. 
ESCAPE (DIVERSIONARY) COPING STRATEGIES 
Factor 3 (Escape) strategy use showed no significant 
difference between groups (F = 1.146, p>.05). The finding of 
this study is consistent with that of Folkman & Lazarus 
(1980),and Cappeliez (1987). This may be because escape 
strategies can have both positive and negative outcomes. They 
can be helpful in reducing tension, restoring self-esteem and 
energy by focusing on other activities. This 'escape' can assist 
the individual in restoring emotional equilibrium and accomodate 
to stress without being overwhelmed. It can also be used to 
avoid the problem indefinitely which could be problematic. 
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COPING REPERTOIRE 
Coping is a process which involves the assessment of an 
event and a response or responses aimed at alleviating the stress 
for an optimal outcome. Effective capers, therefore, must be 
armed with a variety of strategies to deal with the different 
types of events that arise. Folkman & Lazarus (1980) suggest 
that coping is a "shifting" process whereby one relies on one 
strategy (eg. escape) at one time and another strategy 
( e.g. problem-solving) at another time. They found both problem 
solving strategies and emotion-focused (escape) strategies used 
in virtually all situations reported (less than 2% of the 1,332 
episoldes analyzed used only one type of strategy) These 
results are consistent with the findings of this study. Adapters 
scored significantly higher on ECRC Coping scale Total score (F = 
12.184, p<.01) than At-Risk subjects. The coping strategy 
repertoire, it may be suggested, prepared Adapters to deal with 
the situation more effectively. 
PREDICTION OF GROUP MEMBERSHIP 
The goal of stepwise discriminant function analysis is to 
find dimensions along which the groups are maximally different 
and to predict membership in those groups based on predictor 
variables used. (Tabachnick & Fidell, 1983). 
The four variables in this study that combined to maximally 
disc r imina te the two groups were (in rank order) Factor 1 
( Instrumental) strategy, Life Events score, Factor 2 (Affective-
Aggressive) strategy , and Assessment score. 
Point biserial correlations were found to be of little 
assistance. Although three of the eta values were significant, 
the unexplained variance on two variables (Life events and Coping 
total) was sohigh as to be of little value (eta values were .55 
on both). The highest eta value (.91) was found on the Factor 1 
(Instrumental) variable. 
Twenty-nine of the thirty subjects ( 96.7%) were correctly 
classified using the model developed. Adapters were found to be 
higher on Factor 1 (Instrumental) scores, higher on Life Events 
scores, lower on Factor 2 (Aggressive) scores and tended to be 
lower on Assessment score. While analysis of variance on 
independent variables showed no significant difference on 
Assessment scores between groups (F = .0464, p>.05), Assessment 
score was one of the variables that aided in the discrimination 
of the two groups. 
Much of the research in the area of coping examines strategy 
use in specific stiuations, such as retirement, relocation or 
bereavement. This approach ignores the fact that the specific 
stressor being examined may happen in the midst of other 
stressors. Therefore, there is a need to also examine Life 
Events in combination with the coping strategy perspective. 
Andrews et al. ( 1978) found the variables that they examined, 
coping style and social support, had no mediating effect on life 
event stress and psychological impairment. However, when three 
variables were combined (coping style, life event stress and 
crisis support) they were able to assess a value of risk of 
psychological impairment as compared to the general population. 
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The model developed in this study, similarly, has a practical 
application. 3y employing the resultant formula, an assigned 
'risk value' can be used to assist in the development of programs 
to aid the At-Risk individual in maintaining independence; also 
from the model, a profile of an effective Adapter emerges. A 
good adapter employs problem-solving mechanisms; has many Life 
Event stressors with which to deal (both positive and negative); 
does not blame others but rather takes responsibility for the 
situation and its solution; and does not score significantly 
lower on the physical assessment instrument. For many older 
adults, one's functional ability may be affected by cognitive 
appraisal of the situation as much, if not more,than by the 
actual medical problem. This study provided two examples of this 
phenomenon arise. One Adapter subject was recovering from triple 
by-pass surgery carried out three months prior to the interview. 
Her mobility was reduced due to recuperation needs. She, however 
was able to find alternate ways of keeping involved with friends 
and activities. In comparison, one At-Risk subject had 
experienced surgery to remove a cancerous growth 2 1/2 years 
prior to 
resulted 
the interview. Each 
in a clean report. 
subsequent six-month examination 
Nevertheless this individual had 
withdrawn from all activities and friends, citing her 'ill 
health' as the reason and blaming her friends and family for not 
doing enough. Using the model to identify the At-Risk subject 
would assist agency staff in developing programs geared toward 
problem-solving skill development. 
CHAPTER V SUMMARY AND CONCLUSIONS 
SUl"iMARY 
----
~he present study has confirmed the hypothesis that 
Adapters and At-Risk older adults are significantly different in 
their use of coping strategies. Overall, results verified the 
hypotheses that significant differences would be found in Coping 
Strategy Total scores, Factor 1 (Instrumental) scores and Factor 
2 (Affective-Aggressive) scores between the two groups. While no 
significant differences were found on the Multidimensional 
Assessment, mental status or OARS tests, as postulated, the 
hypothesis that there would be no significant difference in the 
Geriatric Life Events scale was not supported. Four variables 
combined to develop a Model for predicting membership in Adapter 
and At-Risk Groups. These variables are Factor 1 (Instrumental) 
strategy, Life Events score, Factor 2 (Aggressive) strategy and 
Assessment. Studies that follow should test new cases to examine 
the accuracy of prediction. Thirty (30) subjects were placed 
into two natural groups. Fifteen Adapters and 15 At-Risk 
subjects were assessed for Physical Health, Mental Status, Social 
supports (OARS), Life events experienced over the previous 3 
years, and Coping strategy use. All subjects were tested using 
an interview format. Test scores were calculaated and recorded 
on data sheets. 
Four variables showed significant differences between 
groups. They were Geriatric Life events score, ECRC Coping scale 
Factor 1 (Instrumental), Factor 2 (Aggressive) and Total scores. 
The use of Instrumental strategies by Adapters and the use 
of Aggressive strategies by At-Risk subjects, is consistent with 
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:he literature (Cappeliez & Blanchet, 1986; McCrae, 1982; Folkman 
& Lazarus, 1980). 
Discriminant function analysis successfully indicated 
variables that maximally discriminated between groups, and thus 
?redicted group membership. Four variables emerged to develop 
:he consequent predictive Model: Factor 1 , Life events, Factor 
2 (Aggressive) and Physical health assessment. 
correctly classified 96.7% of the subjects. 
This Model 
A combination of situations and coping process variaoles 
proved a stronger predictor of adaptability in the older adult 
than any one variable alone. However, the significant difference 
in the use of problem-solving skills appears to be a focal point 
~hat often affects other variables. 
Older adults cannot be generalized as being rigid in their 
approach to adaptation, nor can they be seen as passive. The 
present study examined the range of strategies used by two 
functional groups--Adapters and At-Risk. 
experiences many life events, takes 
The effective adapter 
responsibility for the 
problem and its solution and tends to use escape strategies in 
order to re-energize before tackling the problem again. 
CONCLUSIONS 
Conclusions based on data analysis and interpretation are as 
!'allows: 
1. No significant difference between At-Risk and Adapter 
subjects was found on the following variables: Age, Physical 
~ealth Assessment, Mental Status and OARS (Social supports). 
Adapters 
( Instrumental) 
scored 
strategy 
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significantly h i gher of Factor 1 
{F=139.11, p < .001 ) than did At-Risk 
s u bjects. The difficulty for At-Risk subjects to perceive 
c ~o i ces and control has been reported as one of the key reasons 
for lower use of problem-solving skills (Lazarus, 1981; Billings 
& Moos , 19 81 ) . 
3. At-Risk subjects were significantly more likely {F=4.767, p < 
. 05) to use Affective-Aggressive strategies, such as blaming 
others, feeling bitter and verbal outbursts. The Adapters are 
more likely to take control of their feelings and responsibility 
for solving the problem. 
4. Adapters scored significantly higher on ECRC Coping scale 
Total score {F=12.184, p < .01) This result supports the 
research which suggests that the mosst effective capers use a 
variety of strategies at different times and in different 
situations. 
5. Scores on the Geriatric Life Events scale indicated that 
Adapters 
than did 
reported experiencing significantly more life eavents 
the At-R i sk subjects (F=12.28, p < .01). Possible 
explanations for this result are : a) past experiences enhance 
o ne's ability to cope, having a practice effect (Hyer et al., 
1984); b)adapters are more likely to report positive experiences; 
and c) adapters are more likly to have a realistic view of all 
problem areas and not be focused on one or two. 
6. Stepwise discriminant function analysis produced four 
·..r ariables that, in combination, predicted group membership. 
These variables are (in rank order) Factor 1, Life events, Factor 
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2 (Aggressive), and ?hysical Assessment. The model developed 
correctly classified 29 of the 30 cases (96.7%). Further use of 
this model is necessary to determine the accuracy of prediction. 
B_~ c OJ:fM~NDA T _lQ!-1 ~ 
There are some linitations to the study of coping 
processes. While some experimental studies may have controls 
unavailable in field research, they are open to ethical and 
practical problems. One cannot subject people to undue stress 
:or the purposes of a study. Much of the research is based on 
self-reports of coping strategy use. The results are therefore 
what people say they would do, which is not always what they 
would actually do (Folkman & Lazarus, 1980; Lazarus, 1981; 
Cappeliez, 1987). Other studies have examined general sources of 
stress and coping strategy use (Pearlin & Schooler, 1978) but 
with no associated measure of outcome; that is, was the situation 
:::-esolved? 'Linking scores with observational and inferential 
sources of knowledge is needed to increase our knowledge of 
successful aging. 
Studies, using the predictor model developed, should use a 
larger sample to cross-validate for accuracy. New cases can be 
assessed using the present study's formula for prediction to 
determine the correctness of classification and again the 
~alidity of the model. 
The ECRC Coping scale should be re-evaluated using 
community based samples and a factor loading test performed. 
Seven of the twenty-three questions showed significant 
~ifferences between groups but were not loaded onto any of the 
Lhree coping strategy factors. 
The present study indicates a general lack of problem-
solving strategies in At-Risk older adults. A training pacKage 
=ight be developed to teach this group problem-solving and 
assertiveness skills. A pre-post design test could then be 
performed to determine the effectiveness of training on 
adaptability in older adults. A Peer Role model approach to 
teaching could also be examined for effectiveness. 
APPENDIX A 
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A.G.!.S. PROGRAM 
Q!RO~TOLOGY PRELIMINARY ASSESS~E~T 
Date of Screening ---~:------------­
Referred By 
Case • 
Clients Name 
Clients Address 
Relationship 
Client Information 
Date of Birth 
Sex 
Phone 
Age _ 
City/Town/Township-------------
Marital Status 
Physician --------
Since 
Place of Birth 
Education 
Occupation: Type 
Employment Status Working? 
If Retired, When? 
Years in Canada 
• of .7obs 
Retired? 
Why? 
Memberships, Type ·----------------------------
Active? If Inactive, Date/Reason 
Leisure Skills 
Clients L!ving Arrangement 
':'ype 
If < 2 Years, Reason For Change 
Othe~s in Eone, i~ r.ot !nstitut!on 
Assistance With Inside Work 
Assistance With O~ts!ce Work 
( ll / 6 € ) CM~A 
Length of Time 
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. ~. 
Clients Social Supports 
Primary Caregiver 
Family 
• of Visits/Month 
Agencies 
• of Visits/Month Cost 
Family Physician • of Visi ts/MonUr 
Other • of Visits/Month (e.g. church, 
clubs etc.) ____________________ ___ 
• of Visits/Month 
• of Visits/Month 
• of Visits/Month 
Caregiver's point of View 
What Behaviour do you find most distressing? 
What do you think caused this behaviour change? 
What kind of help would you find most beneficial? 
What change would make you feel you could not continue to keep 
the client at home? In the Client 
In the Caregiver 
Client Finances 
Old Age Pension --------- G.I.S. Gains 
Canada Pension Other 
lncome > $1500/month 
Person Managing Finances 
Client has Reasonable Understanding 
(~1/86) CMEA 
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Cl1enta Punct1onal ltatua 
: . Do yo~ have any difficulty with your vision? ___ No. If yes, 
__ Mild 
___ Moderate Severe 
---
2. Do you have_~ny cUfficul~y with your bea~!ng? __ -•~ .Af. yea. __ _ 
: lUld Moderate - Severe 
---
3. Do you have any difficulty with your speech? ___ No. If yes, 
---
Mild 
___ Moderate 
c. Do you suffer from dizziness or vertigo? 
___ Mild 
---
Moderate 
5 . Do you sleep through the night? 
___ Frequently Seldom 
---
6 . Do you see any changes in your appetite? 
Eat Less 
---
Eat More 
---
7 . ~o you have any cha~ges in your weight? 
Same 
---
Gain 
---
C:l/86) CMEA 
___ Severe 
___ No. If yes, 
___ severe 
---
Never 
No. If yes, 
toss of Appetite 
Loss 
---
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·I 
8. Do you have any changes in your elimination patterns? 
A. Urination: Same Frequency ____ Incontinent 
B. Bowel': Same Constipation _Incontinent 
9. Do you have any problems with circulation? 
None 
---
___ swelling Numbness 
---
10. Do you have any changes in your libido/sex drive? 
---
Same Diminished _Non-existent 
11. Do you have any difficulty with co-oralnation? 
None 
---
Weakness 
---
___ Paralysis 
Clients Alcohol And Drug Use 
Alcohol: Abstainer 
---
Social Drinker 
_Frequent 
---
Comments: _______________________________ __ 
Drugs: Past Use 
Present Use 
How Much. __ _ 
Cigarettes: Smoker 
-------
# of Cigarettes Per Day 
(11/86) CMHA 
How Often. __ _ K!::1d 
·---
-------
Non-Smoker 
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Cli~nts H~alth History 
Past History - Health Probl~ms - S~rious 
Previous Psychiatric Hospitalization or Treatment ________________ __ 
Present Health Problems 
Clients Medication History 
Medication 
Name 
(ll/86) CMHA 
Dose ! 
Frequency 
Time of ·cl't Understanding : 
Last Dose of Purpose 
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Cli~~ts Activities of Daily Livin~ 
Shops indepencient~y for fooci: 
___ Never 
_____ .Occasionally 
_____ Almost Always 
2. Prepares and serves nourishing meals for self: 
___ Never 
_____ occasionally 
3. Independently maintains household: 
___ Never 
____ Occasionally 
4. Takes care of personal laundry: 
___ Never 
_____ Occasionally 
5. Uses telephone: 
___ unable to operate 
___ Operates with assistance 
____ Operates independently 
_____ Almost Always 
____ Almost Always 
_____ Almost Always 
6. Client visits family and friends outside the home: 
-~-Never _____ occasionally ____ Frequent 1 y 
7. Gets about using available transportation (car, b~s. taxi): 
___ Neve:-
_____ Occasionally 
_____ Almost Always 
8. ~anages day to day f!nanc!al matters !ndependent:y: 
. . . ... .. . . . . .. . (examp.e: pays tne rent anc o~ner Ol--S, w~l~es cneques, 
does banking) 
Neve:: 
---
Occas!ona:ly 
----
____ Almost A:ways 
£. Client rec~ires s~pe:-v!sio~ with respec: to sa~ety : 
' - ·.:'"' • ··--·cec: =•c ' , s ... O.:<-.- ••q, app .... _e. __ _ , ""'"' • ,
___ Ke-_·er 
_____ Occas.:o~a::y 
____ A:.r:os-: A:ways 
~ : j . I 8 (. ) C~EP. 
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10. If cl!~nt went outdoors alone wo~ld he/she dress 
approp!'iate1y'? 
Nev~r 
--- --~~· Occasionally 
____ Almost Always 
11. If client went outdoors alon~ would he/she demonstrate a 
tendency to get lost/wander? 
---
Never 
_____ Occasionally 
___ Almost Always 
!2. Client engages in repetit!ve nondirective sounds or act!ons: 
---
Never 
____ Occasionally 
___ Almost Always 
13. Client accepts outside supervision &/or assistance willingly: 
---
Never 
----
Occasionally 
____ Almost Always 
1,. Client interacts appropriately: 
---
Occasiona:ly 
_____ A:most Always 
:5. Clie~t is respo~s1b1e fo~ ta~in~ his or he~ own ~ed!cat!o~ : 
(correct dose and time) 
----
Never 
----
Occasionally 
____ Almost Always 
:6. Clie~t is able to ambulate witho~t s~pervision : 
~eve:-___ 
____ Occas!o~a::y Almost A.:wayE. 
---
- I • W:tho~t assistance the client's appeara~ce :s o:-~e:-:y: 
---
Occas: o~c. :: ;· 
{ 11/66) C~Z.:A 
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16. Cli~nt can bath~ 1nd~p~nd~ntly: 
___ Never 
_____ occas!onal1y 
_____ A~most A:ways 
19. Cli~nt ~stablishes goals in order to accomplish activiti~s of 
daily living: 
___ Never 
_____ occasionally 
_____ Almost Always 
20. Client is able to utilize own motor reso~rces to perfor~ 
activities of daily living: 
___ Never 
_____ Occasionally 
_____ Almost Always 
Clients Mood 
____ Happy sae 
---
___ Euphoric 
____ Dysphoric 
:a"::>i~e 
---
____ Sponta~eous ___ A~g:-y 
___ Frightened 
Other 
A!'~ect: 
S~icidal Ideation: ___ Yes ___ No 
Plan: 
Have you felt suicidal in the past: ___ Yes ___ No 
Past Attempts 
Eo~icidal /Aggressive Tendencies: ___ Yes ___ No 
~esc::-.!be: 
~ : : l 6 5 ) C!·::-:.?. 
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Rate the current physical health of the person being evaluated 
along the six-point scale presented below. Circle the one 
number that best describes the person's present circumstances. 
1. Excellent physical health: Functional assessment score is 
zero andthere are no present medical problems. 
2. Good physical health: Functional assessment score is 1 - 4 and 
there are no present medical problems; or functional assessment 
score is zero and there is one present medical problem. 
3. Mildly physically impaired: Functional assessment score is 1-4 
and there are 1 -2 present medical problems. 
4. Moderately physically impaired: Functional assessment score is 
5 - 8 and there are two or more present medical problems. 
5. Severely physically impaired: Functional assessment score is 
9 - 12 and there are two or more present medical problems. 
6. Totally physically impaired: Functional assessment score is over 
12 and there are two or more present medical problems. 
A.G.I.S. PROGRAM 
MINI - MENTAL STATUS 
Date of Teeting 
Client'• Name----------------------------
&xaminer ----------------------------------
Score 
( ) 
Orientation 
What is the (year) (season) (month) (date) (day) 
(5 pta) 
( 
( 
( 
) 
) 
Where are we now? 
(hospital) (floor) (country) (province) (city) (5 pta) 
Registration 
Name 3 objects: 
client to repeat 
Count trials and 
1 second to say each. Then ask the 
all three after you have said them. 
record (3 pts) 
Attention and -- Calculation 
) _ Serial 7'•· 1 point for each correct. 
answers... Or spell "world" backwards. 
(21) letters before first mistake) (5 pts) 
Stop at 5 
(# correct 
Recall 
(. · Ask for the objects above. 1 point for each correct. 
( 3 pts) · 
( 
( 
( 
( 
( 
( 
) 
) 
) 
) 
) 
{ 9) 
Language· Tes fs 
Name: pencil, watch (2 pts) 
Repeat: no ifs, and or buts. (1 pt) 
Follow a three stage command: "Take the paper in your 
right hand, fold it in 
half, and put it on the 
floor. (3 pts) 
Read and obey the following: 
(1 pt) CLOSE YOUR 
Write a sentence spontaneously below. 
Copy des.ign below. : . ..(J pt) 
EYES. 
(1 pt) 
Total (30 pts) 
(11/86) 
Cont'd - Mini - Mental Statue 
ca.e• 
Client Name 
Read and Obey the Following: 
Write a Sentence Below: 
Copy This Design: 
Draw the Face of a Clock 
(11/86) 
Close Your Eyes. 
APPENDIX 8 
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Yon1 01~ E'Hflr Yo••1 01~ Mtfl W011t11t M11t Wo"'"' Tor.J6 (n•96) (n•267) (n•ll) (n-45) (n•SI) (n•209) 
42. Rnircmmt 69.6 57.1 74.3 61.7 5U 57.0 57 
43. Las Church 
Activity u.o 49.1 41.4 3l.J 27.1 54.4 so 
44. M~Church 
Activity .J6.S 40.3 37.1 36.3 3U 40.4 40 
45. More Recrution 37.3 44.0 52.9 J4.1 31.9 45.7 44 
46. Travel (TakiiiJ 
Vacation) 31.9 44.0 47.1 J7.l 30.9 47.l 44 
47. Stop Drivilll 65.1 61.5 73.6 64.1 60.5 70.1 61 
48. Co to Jail au 79.3 76.4 IU 73.0 IO.l 79 
49. Unemployed 
One Month 61.7 42.9 43.6 65.4 36.6 44.9 43 
50. Demotion 64.1 56.1 10.0 61.6 49.5 51.7 56 
51. Promotion 54.6 63.9 62.9 52.9 52.0 67.l 64 
52. Crandchild 
Married .JO.O 26.5 37.9 2U 19.l 29.0 26 
S.J. AIJUmmt with 
ac-ICoworker 40.9 4J.s 49.J 39.1 U.l 47.3 43 
J4. Move to Home 
fcx the Apd I.J..J 74.6 82.9 IU 72.4 75.3 75 
"· 
Friendl and 
Famny Tara 
Away aa.5 61.3 90.7 81.1 59.3 71.5 61 
L Cdl mtria are the man radjusted wdlfla fcx each 111bpoup. 
b. Total weiJht to be used in derivinJ the Nmmary StftiiiCOftL 
SOURCE: A. Kiyak, J. LianJ, and E. Kahana. "A Metbodofosical Inquiry into the Schedule 
of Recent Life Even a ." Paper presented to the American PsychoJotical AJsociation Meetinp. 
WashinJ~on, D.C~ AuJUR 1976. 
THE GERIATRIC SCALE OF RECENT LIFE EVENTS• 
A. Kiyak.}. LianJ, .,ct E. Kahana, 1976 
l'}lfp,ctit,., P'lnw plact' a check mark (II) nrxt to rach ewnt li~trd below which you have 
,.._.,,,. e•P"imnd in thr put J ~ran . 
~-.·.,, 
I . Minor 111-
2 . Lou of Hrarinp 
Vision 
J . DiffiCUlty 
Walkinlf 
4. Sexual Difficulty 
5 . Divorce 
6 . Sqaration 
7 . Family Mtmbn 
Ill 
II. Cain Nrw Family 
y,.,,J 01(/ 
Cn•96) (n•267) 
27.7 26.6 
8J .J 67 ... 
65.6 5J.5 
61... J1.6 
7'0 .1 57 ... 
6J .O 57.5 
46.1 5J .6 
Membn H.• 45 .5 
9 Dnth of a CIO!Ie 
Yoii"J 
Mf'll W ""'"" 
(n•Jl) (n•lt5) 
16.) 211.6 
9J.II 112 .5 
61.2 65.9 
ltO.O 59.9 
lti.J 69.2 
77.5 61 .9 
•J .It .. 6 .) 
60.0 H .O 
Friend 66.5 47 .0 72.5 66.1 
10. Chan~ Nu~r 
of Family Get· 
T~thrn JO.I 
II . Penonal Achinot-
mmt of Family 
Memba J0.7 
12 . Rdinqui~ 
Financial Rnpon· 
sibility 54.J 
IJ . Financial 
Difficulty 611 . I 
H. Chan~Work 
tlounJConditions 43 .11 
15 . Chan,r 
Rni.trncr 59 J 
50.4 40.0 29.3 
.. 5 .2 J6.J 30.3 
511 .6 57.5 H .O 
51t .6 70.0 61 .9 
Jlt .4 J6.J .. 9 .1t 
" .J •U ,O 60.4 
M"" (n•51t) 
26.9 
66.9 
50 ... 
56.7 
60.1t 
6 .. . 0 
,.._, 
.. 7 .0 
.... 9 
45 .0 
42.2 
49.J 
47.9 
.. , .2 
J~.4 
Oltl 
Wo"''" 
(n•209) 
25.11 
67.1 
H.ll 
)4.6 
56.7 
56.6 
5J ... 
-45.2 
48.2 
51.5 
.. 5.11 
60.5 
61.1 
J6.11 
,..,, 
Tor•!b 
27 
67 
5J 
J7 
57 
57 
,.. 
.. 5 
.. 7 
50 
.. , 
" 
59 
Jll 
u 
v---~~r --.;. <N..I-
~-;.-~-, 
......... Old _,.,._ ..,w__ .....,.. ..,._ 
(n-96) <n-267) (n-Il) (n-115) (n-511) (n-209) 
16. Sdl Majow 
r-iom 
17. renonal 
Achi~ent 
111. Redu« 
5J.9 
45.5 
Rec«ation 54.4 
19. Spouw 
l'nfaithful 61.1 
20. Fi~d fr(tffl Job 71.2 
21. Lc>sll of Valuable 
Ob~n 
22. Child Married 
Z J . Takinlf Lar~ 
L<Mn 
24 . Minot Lepl 
Violarion 
25 . Trouble with 
Nnlfhbon 
26 . Trouble with 
Social Sf'C'Unty 
27. A~ 
Di.«Timination 
211 . Maj<tr "'""' 
29. Chan~ in Sleep 
Habits 
JO. Chan~ in F.atinJ 
Hahitll 
Jl. Mmopauw 
J:Z . Death of Spouw 
JJ. MarriaJe 
J4. Marital 
50.2 
51.4 
50.7 
J5.1 
J0.6 
SJ.J 
60.8 
12.J 
42.4 
H.O 
41.) 
811 .2 
71t .O 
Reconciliation 64.6 
U. Mme Arpmenu 
with Spouse 5J .9 
J6 . F-er Arp· 
men~ with 
Spouw J-4.1 
J7. Oath of Family 
Member 76.1 
J8. lmprovnnent in 
Family Member'• 
Health 42.J 
J9. Trouble with 
Children 56.6 
40. Victim of Crime 60.4 
41. lmrrovement of 
Financial ~tllr 47,9 
49 .0 J6.J 
44.1 56.J 
47 .) 56.J 
61.to It! .!I 
!17 .5 11!1 .0 
49 .2 
·U .J 
51.0 
JO.II 
40.9 
H .2 
5J .4 
64.9 
45.7 
45.0 
45.6 
79.5 
63.9 
51.5 
" .J 
411.11 
Jfl.lt 
16.) 
!lll.lt 
lti.J 
IW.7 
411.6 
J9.J 
46.4 
92 .9 
116 .4 
46 .7 7J.6 
41.6 56 ... 
J5.0 39.3 
66.5 72.1 
65.11 40.7 
57 .1 57.9 
7J .I 65.0 
511 .7 47 .1 
5S.J 
44.7 
54.2 
67.0 
70.1 
... . 6 
' .... 
50.9 
J4.1t 
J 1.11 
,2 .9 
, • . 2 
lt2 .6 
41.1 
J4.1 
40.J 
R7 .2 
76 . .J 
62 .11 
H.• 
H. I 
76 .9 
.. 2 .6 
56 . .J 
59 .4 
411 .1 
41t.lt 
4J .7 
60.6 
7!' . ~ 
!'! .9 
J5.0 
47.J 
42.5 
zu 
)6.1 
42.7 
J0.7 
61.1t 
.J6.7 
)9 .4 
54.2 
66.9 
61.1 
41t.9 
H.7 
27.5 
75 .5 
55 .11 
J5 .6 
'1.6 
50.Z 
411.5 
4J.5 
45.J 
66.0 
"·' 
52.4 
JZ.J 
52 A 
JJ .I 
42.0 
H.Z 
J1.1 
65.5 
47.7 
46.1 
44.1 
"l.lt 
64 .1 
46.0 
44.0 
J7.0 
6J.5 
68.9 
6.J.J 
79.1 
61.6 
T.,.,. 
49 
44 
47 
... 
51 
45 
4J 
51 
Jl 
41 
54 
, 
6' 
46 
45 
46 
19 
64 
47 
42 
.J5 
66 
66 
57 
1J 
,, 
APPENDIX C 
E. Kahana and B. Kahana, 197~ 
COPING SCALE 
Suppnw a Mr. Gr«n ju~t c~l~hrar~d hi~ 70th hinhday. Th~ n~lft mornin~r h~ finds out that 
hit! houw will he d~mol;.h~d tomah way for an- hljlhway. H~ it110ln~r to haw to mow. 
Hto may haw diff~rmt r~actioM to th;. situation. How would you ~al with this problnn if 
it happm~d to you? 
Ti"'' 1• Tim'~ 
X X 
(s.d.) (s.d.) 
Now I will •k you how lik~ly you would M to uw a numh~r of 
cwhn -Y• of d~alinf[ with th~ situation . (SHOW CI\Rf>) flow 
likdv would vou M to : 
(Sicll~ •1) I . Find out mor~ ahout th~ ~ituation, f[Ct additional J.ZJ J.21 infonnation? (0.9R) (0.911) (Sid~ •2> 2. llow likely arc you to talk with othc" ahout th~ J.OII }.12 problnn? (0.97) (1,03) (Sid~ •J> J. llow likely arc you to try to ~~~ th~ humorou~ 2 .-411 2,40 as~ts of th~ situation? (1.16) 0.15) (Sid~ ••) 4. How likdy ar~ you not to worTy about it? 2.-45 2.-47 ThinkinJr nonythinJr will work out fin~ . 0.1 I) (1.16) (Sidle.,, 
'· 
How likdy ar~ you to h«nm<r involv~d in 2.71 z.,o 
othn acti¥itin to kccr your mind off the 0.011) 0.07) prohlnn? 
~) 6 . llow likdy arc you to ••k~ some rositiv~ action J.oo J.OI 
on th~ ha.,is of your pr~nr und~rstandinlt of (1.05) (1.02) th~ situation? 
*7) 7. How likdy ar~ you to ~"r~ct the wont~ 2.29 2.J2 
(1.12) ( 1.1 0) .,_, 
... ffow likely arc you to make uvcral ahcrnat~ 2.75 2.59 
rlans fM handlinlt th~ ~ituarion? After all, you (1.01) (1.06)· 
ncwr know which mijlht work. 
"' 
9 . How likely ar~ you to draw on your put ~x~ricn"? 2.119 2.119 (P~rhaps you have httn in a similar ~ituation Mforc). (1.05) (1.011) 
•to) 10. llow likdy ar~ you to try to r~tluc~ l~n~ion, 1.7J 1.9oh 
for ~xamplc hy drinkinp:, ~mokinJr, ~atinlt, or (1.09) Cl.l J) 
cxcrci,inl( mor~? 
II. How likdy arc you to think of n~w f!O•I~ and 2.61 2.H for1rt about pmhlcrM? (l.OR) ( 1.02) 12. Jlow likdy arc you to f~d lost and confu~cd 2.19 2.05 
about wha1 In do nut (as if in a d11.~)? (J .06) (J .OS) 
· --- - - ·--- -- -.,- -.--.... ,.. ..... _ ..... ,. • .• C' ....... y .... , ... _,~., 
z ..... z ..... ~~•v •way '""""' fiPl~ntl• end fa"'Uy) 0 .20) 0.\"l 14. t-fow like-ly art you to he~ • I(C'M'ld Ct'Y •nd ftoe"l 2 .25 2 .26 b~u~? 
Ct .17) U.U) 
" · How likely an you lo 110 ou1 fm a while 10 2.6) z.n for~ about the problnn? ( 1.17) Cl.ot.) 16. How likely are you to h«om<r an~ and irritable 1.6~ I. 7f\ toward ewryone around you? (0.1111) (0.90) 17. How likely ar<r you to f«l bitter, blame othen 
1.61 1.66 for t~ probl<rm? 
(0.119) (O.IIH I II . lfow lilc~ly ar~ y~u to do som~thinf! d~finite to 2 .99 2.9J d~al with the situation? (0.96) (0 .9~) 19. How likely ar~ you to Jr<rt tOI(<rther wi1h othn 2.'47 2 .611 ... p~opl~ who hn~ 1h~ um~r prohlnn? (1.14) (1.01) 20. llow lik~ly ar~ you to complain to th~ prop!~ in Z.4J 2.46 char~ of th~ situation? (1.11) (1.1 I) 21. How lik~ly ar~r you to wait and dul with th~ 2.U 2.44 situation lat~r~ 
(1.04) (J.In) 22 . How lik~ly ar~ you to d~p~nd on ~opl~ you can 2.97 1.1t9 trust to d~al with th~ proolnns for you? (J.(M) (1.00) ZJ . lfow lik~ly ar~ you to turn to r~li~on or to pray? 2.911 J .OJ 
(I.J 1) (1 ,10) 
a. Rnpon~ options for all it~sarc u follows : I• No11t all likely: Z• Not"">' lik~ly: 
J• Somewhat likely: and -4• V~ry lik~ly. 
h. Diff~rmcc hrtw«n muns ti..,ificant at ,0, •~""'· 
SOURCE : F.. Kahana and B. Kahana, Str•r,x;, nf Cttf'mx ;., lrrJtitvriorrlll F...,._,_ 
p . 16. Summary Pr~ss R~pon, NIH. 19711. 
APPENDIX D 
Now rd Ute to •t yoa tome quesuo.. about YOQI famD:y IDd frieDd&. 
ArelO:::s-· Dlllried, wtdo1l'ecf, ~ or •~~WW? 
2 Man1ed 
3 Widowed 
4 ~Otcld 
s s.p.,.tld 
- Not lllnerld 
(btn.J 
fli•J••tiJ 
c. Doa ~ow~"~~~~ d6o! I Y• 
1No 
-Not~ 
hvt: Do 1t0t at /ollotvbrz. Au lollo'tftlbw fbut.J butw Who ha wfth .YCMI? 
fOsect ")•" or "'-o" ror •dl or the raao.-..J 
T• No 
-
-NoODI 
_ HUiba.od or wife 
-Clldr. 
- Grucfdld,. _,.,... 
_ Gruul~reDta 
- Broth .. IDd ... 
_ Odt• relat~Y~e (doa llOt IDdade lala., CO¥ered ID the aboYe catcwariet) 
- Frieacla • 
_ No•elatld paid help ~ tree 100111) -Ot!t-.(~) 
fbvt.): Ill It• pc ~ ~t Aow 0/ta did .?OM ~ ~~~ to Plitt J10fU fatly adfo, JHeNb for tr.wA:ettth M ltolld.y1, .M to 10 Ofl tltoppbtr lripl or 0111 tiltrr! I 0J.cr • MWt M 1r1<n 
1 1-J tl1rut. Molllt 
J Lt:a tit., 011" • Molldt or 011/y 01 ~ 4 Nn. 
-Not~ 
How Dllllf people do you bow W.U eaou,~~ to tidt 1ritJa ID tlldr bom•? 3 F"- or mon 
2 1'1uee to roar 
1 ODe to two 
0 Hoae 
- Hot IDnrered 
About bow IIWl.Y tim• did you talk to IODieo•Cdeuda, relatt. ar otben-oa tbe tc» 
J'hoDC JD tile p.r weet (either you caDed diem ar they caiJed you)? {IF SUBJEcr HAS HO PHONE, Ql1ESTJOH STILL APPUES.J 
3 <>Dee a day or man 
2 2-tim• 
1 <>Dee 
0 Hot at 1D 
- Hot answered 
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Do you haw someoue you can trust IDd eoo,...- .... , 2 v. , ....... . 
0 No 
- Not uuwerec1 
Do Y~ ~:r roetma loaely quJte often, 10111etima., or llm01t aew:r! 
1 Sometime~ 
2 AlmOit De'W'ef 
- Not annrcred 
Do You Me )'our relative~ md rriencb u ofteu u you WIDt to, or are you 10111ewbat 
unhappy about bow UttJc you tee them! · 
1 AJ oftalu trantl to 
2 Somewhat IUihappy about bow Uttle 
- Not &DIWaed 
Ia there 10meoae (/Jut. : Otltddt til II l*ct) wflo would ~ 1011 uy belp at aD if you were 
lick c:' ~':bled; for CIWIIple, your husband/wife, a member of your farnly, or a friend! 
0 No oae riJina aad able to help 
- Not unr•ed 
1f "'yet" ut a aad b. 
L Ia there 10meooe U111t.: Oluatk dtll p/«r) who would tate c:are of you ulonc • 
Deeded, or oDiy for a lllort dme, ot oaly 10111eoae wbo would belp you DOw IDd 
tbeD (for example, takina you to tbe doctor, or &m, ltmdl OCI:Uioaa!IJ, etc.)! 
1 Someooe who would tab c:are of a&bject lndeftnitely (u lonau needed) 
2 Someooe wbo would tab c:are oltubject for a lhort time (a few fteb to 
lixmoa~ 
3 Someooe who would help a&bject aow IDd tbea CtatiDa him to the doctor or 
flxq baDch. etc. 
- Not IDiwend 
b.· Wbo .. tbll penoa! 
INI'M ---
RNtiotulllp ---
R•tfltt SeMI 
Rate the cwreat IOdaJ raourca or die penon beifta evaluated aJoaa tbe lix110blt a:a1e pr. 
lented below. Orde the 0111 number that best dacribel tbe penoa's prewnt c:iraaiDit&DteL 
1. Ezet&llt IOCVJ faOfiiCG: Social rdadoDIIIiJll are ftr)' atilf'ylna ud utenshe; at least 
ODe pcnoa would tab care oiiUm (her) irtde&itely. 
2. Good IOCW rnowca : Social relatioaships are fairly 11tilf)illa IDd adequate and at least 
oae penoD would tab eue of IUm (bed iDcletblitdy, or 
Social relatioruhipe are very satiafyina and u tsuiw, and Ollly lllorHenn help ii&Yailablc. 
) . JIIJdly IOddy /mplzired: Social relationships are unsatisfactory, of poor quality, few; but 
at least one penon would take c:are of him (her) iDdermitdy,or 
Social rdatioashiJll are fairly 11tisfaetory IDd adequate, and only lhort·tenn hdp II 
avaflable. 
4. Modnwttly ltX'IIJily lmptdrtd: Social relatioruhips are unsatisuctory, of poor quality, 
few; and only short-term c:are is available, or 
Social relationships are at least ldequate or 11tisf'actory, but help would only be avaB· 
able DOW and theu. 
S. Sntrtly IOCI411y lmptllred: Social relationships are unsatisfactory, of poor quality, few; 
and help would be available only now and then, or 
Social relationships are at least satisfactory or adequate, but help il not avaBable even 
DOW IDd then. 
6. Tot•Dy IOCW/y lmptllred: Sodal relationships are unsatisfactory, of poor quality, few; 
and bdp ~DOt available even DOW and dlen. 
Sou.rce : Adapted from Duke UD.ivenity Center for the Study of Alina a.od Human Dnelop-
ment, MwltidimmsioMI Fu11crioMJ A1snsmt11t: 11rt OARS Mtthodoloo (Dwham, N.C.: 
Duke Unhoenity, 1978). 
Note: Italicized questions apply to those livin& in iDit:itutioDS. 
APPENDIX E 
GROUP # 1 (AT-RISK) DATA SHEET 
Subject I Age Assess~nent Mental Status OARS Life Events Factor 1 Factor 2 (Affective) Factor 3 Total I 
Score Score Score (Instrumental) (Aggressive) Passive) Total} (Escape} 
#001 65 3 30 3 355 08 2 04 06 12 42 
#002 72 4 30 3 191 13 5 07 12 12 52 
#003 81 2 27 1 184 09 3 05 08 12 50 
1004 81 4 29 3 256 12 7 11 18 09 57 
1005 65 1 30 2 166 13 6 06 12 11 52 
#006 85 2 30 2 159 13 3 06 09 16 66 
11007 70 3 30 3 316 12 2 07 09 11 51 
11008 66 3 30 2 190 11 5 09 14 12 54 
#009 68 3 29 2 314 12 6 09 15 11 57 
#010 79 2 29 4 267 09 5 10 15 14 56 
#011 82 4 30 2 278 12 3 08 11 13 52 
#012 65 3 30 3 309 13 6 11 17 14 62 
11013 76 4 30 3 350 11 5 07 12 08 50 
11014 70 2 29 2 261 10 4 10 14 11 53 
#015 68 3 30 3 365 15 6 05 11 08 51 
-- --
Questior 001 002 003 
1 4 3 4 
2 1 2 1 
3 1 3 3 
4 1 2 3 
5 4 3 4 
6 1 1 1 
7 2 3 2 
8 1 4 2 
9 4 2 2 
10 3 4 1 
11 1 1 4 
12 1 3 2 
13 3 2 1 
14 1 1 1 
15 1 2 2 
16 1 3 1 
17 1 2 2 
18 1 3 1 
19 1 2 3 
20 4 1 1 
21 1 4 4 
22 1 3 4 
23 3 2 1 
·-
004 
3 
1 
1 
2 
2 
3 
4 
2 
3 
2 
1 
3 
4 
4 
1 
4 
3 
3 
1 
4 
2 
1 
3 
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ECRC COPING SCALE SCORES 
GROUP # 1 (AT-RISK) 
005 006 007 008 009 
4 4 2 3 4 
1 4 3 2 2 
1 4 1 1 1 
2 3 3 2 2 
2 3 2 2 2 
3 2 3 2 2 
3 1 2 3 3 
2 2 2 2 2 
2 2 2 2 2 
3 1 1 3 3 
2 4 3 2 2 
2 4 4 3 4 
3 4 2 3 3 
1 1 1 3 2 
3 4 1 2 2 
3 2 1 3 3 
3 1 1 2 3 
2 1 2 2 2 
2 4 4 1 1 
3 2 3 2 2 
2 4 2 3 3 
2 4 2 3 4 
1 4 4 3 2 
010 011 012 013 014 015 
3 3 3 2 3 4 
2 3 4 2 1 1 
1 1 2 1 1 1 
1 3 2 1 2 2 
3 3 3 1 3 2 
1 2 2 3 3 4 
3 2 3 2 3 2 
::: 
1 2 2 3 2 3 
-
2 2 2 2 2 3 
3 2 3 2 2 2 
3 2 2 2 1 2 
4 3 4 3 3 2 
4 1 2 2 2 4 
3 3 4 2 4 1 
2 2 3 1 2 1 
3 2 3 1 3 3 
2 1 3 4 1 3 
2 2 2 1 2 3 
1 1 2 3 1 1 
2 1 1 4 2 3 
4 3 3 2 3 1 
3 4 4 4 4 2 
3 4 3 2 2 1 
GROUP # 2 (ADAPTERS) DATA SHEET 
Subject I /Age /Assessment / Mental Status I OARS I Life Events / Factor 1 I Factor 2 (Affective) \ Factor 3 I Total 
Score Score Score (Instrumental) (Aggressive) kPassive) kTotal) (Escape) 
#021 84 3 29 2 396 20 2 07 09 14 62 
#022 69 3 30 2 622 20 5 07 12 09 59 
#023 77 3 30 2 351 20 2 03 05 15 60 
1024 72 4 28 2 465 19 7 07 14 10 58 
3 29 2 515 20 2 06 08 13 62 
75 I 3 29 2 92 20 2 07 09 13 65 
11027 66 3 30 4 554 18 5 12 17 10 64 
11028 67 2 30 4 699 15 3 08 11 07 53 
11029 65 2 30 2 214 16 5 07 12 13 59 
30 2 326 20 2 03 05 11 55 
70 2 30 4 491 20 3 04 07 13 55 
11032 85 3 27 1 262 19 2 05 07 12 59 
11033 73 1 30 1 357 19 2 06 08 15 60 
70 4 30 2 459 19 3 04 07 16 59 
69 3 30 2 554 19 4 06 10 18 I 70 
Questior 021 022 023 024 
1 4 4 4 4 
2 4 4 4 4 
3 4 2 3 1 
4 1 2 3 1 
5 3 2 4 2 
6 4 4 4 4 
7 2 3 1 4 
8 4 4 4 3 
9 4 3 3 2 
10 2 3 1 1 
11 2 1 3 1 
12 2 2 1 2 
13 1 1 2 1 
14 3 2 1 1 
15 3 2 4 2 
16 1 3 1 4 
17 1 2 1 3 
18 4 4 4 4 
19 4 4 4 4 
20 2 4 3 4 
21 2 1 1 1 
22 1 1 1 1 
23 4 1 3 4 
·-
ECRC COPING SCALE SCORES 
GROUP #2 (ADAPTERS) 
025 026 027 028 029 
4 4 4 3 4 
4 4 4 4 2 
4 3 3 1 1 
2 3 4 1 4 
3 3 2 1 2 
4 4 4 2 3 
1 2 4 4 2 
4 4 4 3 3 
4 3 1 2 3 
1 1 1 1 4 
3 1 2 1 2 
1 1 4 3 3 
1 1 1 3 2 
4 4 4 1 2 
3 4 1 3 2 
1 1 4 1 3 
1 1 1 2 2 
4 4 2 3 4 
4 4 4 4 4 
4 4 2 3 1 
1 4 2 4 2 
1 1 2 2 1 
4 4 4 1 3 
030 031 032 033 034 035 
4 4 4 4 4 4 
4 4 4 4 4 4 
2 2 3 4 2 4 
3 1 2 3 3 4 
2 2 3 2 4 4 
4 4 4 4 3 4 
1 1 2 1 1 1 
4 4 3 3 4 3 
4 3 3 4 2 4 
1 3 2 4 3 3 
3 3 2 2 4 4 
1 1 1 1 2 1 
1 3 1 1 1 1 
1 2 2 4 1 4 
3 2 2 3 2 4 
1 2 1 1 2 ~3 I 
1 1 1 1 1 1 
4 4 4 4 4 4 
4 4 4 4 3 4 
2 4 4 4 4 4 
2 1 2 1 1 1 
1 1 2 1 1 1 
2 3 3 4 3 3 
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ECRC COPING SCALE --First Question Response 
.. What would you do first? .. 
Group 1 (At-Risk) 
No response 1 
Can•t fight City Hall - 5 
No control; what can you do - 2 
No Point in fighting it - 1 
Son will take care of it- 3 
I don•t know - 2 
Group 2 (Adapters) 
Get legal advice - 2 
Find out more from City Hall - 3 
Get neighbours - 1 
Talk to family - 2 
Don•t know - 1 
Won•t move without a fight - 1 
It wouldn•t floor me - 1 
Check the alternatives ( choices) - 2 
Say no! - 1 
Demand a good price for the house - 1 
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